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| ntr oduction

Malnutrition® is one of the most important health and welfare problems among infants and young children in
Mozambique. It is a result of both inadequate food intake and illness. Inadequate food intake is a consequence of
insufficient food available at the household level, improper feeding practices, or both. Improper feeding practices
include both the quality and quantity of foods offered to young children as well as the timing of their introduction.
Poor sanitation puts young children at increased risk of illness, in particular diarrheal disease, which adversely affects
their nutritional status. Both inadequate food intake and poor environmental sanitation reflect underlying socia and
economic conditions,

Malnutrition has significant health and economic consequences, the most serious of which is an increased risk of
death. Other outcomesinclude an increased risk of illness and alower level of cognitive development, which resultsin
lower educational attainment. In adulthood, the accumulated effects of long-term malnutrition can be a reduction in
workers productivity and increased absenteeism in the workplace;, these may reduce a person’s lifetime earning
potential and ability to contribute to the national economy. Furthermore, malnutrition can result in adverse pregnancy
outcomes,

The data presented here are from the 2003 M ozambique Demographic and Health Survey (MDHS 2003), a nationally
representative survey of 12,315 households, conducted by the National Statistical Institute (INE), Ministry of Health,
Maputo, Mozambique. ORC Macro furnished the technical assistance to the survey as part of the MEASURE DHS+
program, while funding was provided by, the U.S. Agency for International Development (USAID).

Of the 10,620 children age 0-59 months that were part of the study, there were 8,224 who were aive, whose mothers
were interviewed and who had complete anthropometric data. All nutritional analysis includes these children unless
otherwise noted. Nutritional data collected on these children include height, weight, age, breastfeeding history, and
feeding patterns. Information was a so collected on the prevalence of diarrhea and acute respiratory infection (ARI) in
the two weeks prior to the survey and on relevant sociodemographic characteristics. For comparison, data are
presented from Demographic and Health Surveys conducted in other sub-Saharan countries.

! The technical method of identifying a malnourished population as defined by the U.S. National Center for Health Statistics (NCHS), the Centers for Disease
Control and Prevention (CDC), and the World Health Organization (WHO) is presented in Appendix 2.



Figure 1. Infant and Child Mortality, M ozambique Compared with
Other Sub-Saharan Countries

Malnutrition compromises child health, making children susceptible to illness and death. Infectious diseases such
as acute respiratory infections, diarrhea, and malaria account for the greatest proportion of infant and under-five
mortality. The infant mortality rate (under-one rate) is a commonly used measure of infant health and is a sensitive
indicator of the socioeconomic conditions of a country. The under-five mortality rate is another informative
indicator of infant and child survival.

e Mozambique sunder-one mortality rate (124 deaths per 1,000 births) indicatesthat 12 per cent of
children born in Mozambique will die beforetheir first birthday. Thisrate isthe highest of al sub-
Saharan countries surveyed.

e Mozambique' sunder-five mortality rate (153 deaths per 1,000 births) indicatesthat 18 per cent of
children born in M ozambique will die beforetheir fifth birthday. Thisrateisin the mid-range of the
sub-Saharan countries surveyed.
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Figure 2. Contribution of Undernutrition to Under-Five Mortality,
M ozambique

Undernutrition is an important factor in the death of many young children. Even if achild isonly mildly
mal nourished, the mortality risk isincreased. Under-five mortality islargely aresult of infectious diseases and

neonatal deathsin developing countries. Respiratory infections, diarrhea, malaria, measles, and other infectious
diseases take their toll on children.

Formulas developed by Pelletier et al.? are used to quantify the contributions of moderate and severe malnutrition
to under-five mortality.

In Mozambigue,

e Thirty-six percent of all deathsthat occur before agefive arerelated to malnutrition (severe and
moder ate malnutrition).>

e Because of its extensive prevalence, moder ate malnutrition (30 percent) contributesto more deaths
than severe malnutrition (6 percent).

e Moderate malnutrition isimplicated in 83 percent of deaths associated with malnutrition.

2Pelletier, D.L., E.A. Frongillo, Jr., D.G. Schroeder, and J.P. Habicht. 1994. A methodology for estimating the contribution of
malnutrition to child mortality in developing countries. Journal of Nutrition 124 (10 Suppl.): 2106S-2122S.

% A child with a Z-score below minus three standard deviations (-3 SD) on the reference standard is considered severely malnourished,
while one with a Z-score between -2 SD and -3 SD is considered moderately malnourished.



Figure 2
Contribution of Undernutrition to Under-Five Mortality,
Mozambique

Causes of Under-5
Mortality

Malaria

Contribution to
Under-5 Mortality

Moderate Malnutrition - 30%
Severe Malnutrition - 6%

Diarrhea

Measles

Neonatal
deaths

Note: Calculation based .
on Pelletier et al., 1994. Source: MDHS 2003



Figure 3: Survival and Nutritional Status of Children, M ozambique

Malnutrition and mortality both take a tremendoustoll on young children. Thisfigure illustrates the proportion of
children who have died or are undernourished at each month of age.

In Mozambique,

e Between birth and 21 months of age, the per centage of children who are alive and not
malnourished dropsrapidly from 89 percent to 33 per cent. Thereafter, the rate varies between 37
percent and 47 percent through 59 months.

e Between birth and 21 months of age, the per centage of children who are moderately or severely
malnourished* increases dramatically from 8 percent to 56 percent. Thereafter, the percentage varies
between 40 percent and 48 percent until 50 months, and drops down to 34 percent at 59 months.

e From birth until 59 months, the per centage of children who have died increases gradually from
5 percent at birth to 11 percent at 21 months, and to 25 percent by 59 months.

4 A child with a Z-score below minus three standard deviations (-3 SD) on the reference standard is considered severely malnourished,
while one with a Z-score between -2 SD and -3 SD is considered moderately malnourished.
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-2 SD is considered moderately malnourished. Values have
been smoothed using a five-month rolling average.
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Figure 4. Malnutrition among Children under Five Years,
M ozambique

In Mozambique,

e [orty-one percent of children ages 0-59 months are chronically malnourished. In other words, they
are too short for their age, or stunted.” The proportion of children who are stunted is almost 20 times the
level expected in a healthy, well-nourished population.

e Acute malnutrition, manifested by wasting,® resultsin a child being too thin for his or her height. It
affects 4 percent of children, which istwice the level expected in a healthy population.

e Twenty-four percent of children under five yearsare underweight’ for their age. Thisis about 12
times the level expected in a healthy, well-nourished popul ation.

e Threepercent of children under five yearsare overweight.® Thisis 1.5 timeswhat is expected in a
healthy, well-nourished population.

® A stunted child has a height-for-age Z-score that is below -2 SD based on the NCHS/CDC/WHO reference population. Chronic malnutrition is
the result of an inadequate intake of food over along period and may be exacerbated by chronic illness.

® A wasted child has aweight-for-height Z-score that is below -2 SD based on the NCHS/CDC/WHO reference population. Acute malnutrition is
the result of arecent failure to receive adequate nutrition and may be affected by acute illness, especialy diarrhea.

" An underweight child has a weight-for-age Z-score that is below -2 SD based on the NCHS/CDC/WHO reference population. This condition can
result from either chronic or acute malnutrition or a combination of both.

8 An overweight child has a weight-for-height Z-score that is above +2 SD based on the NCHS/CDC/WHO reference population.
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Figure 4
Malnutrition among Children under Five Years, Mozambique

Percent
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Note: Stunting reflects chronic malnutrition; wasting
reflects acute malnutrition; underweight reflects

chronic or acute malnutrition or a combination of both. Source: MDHS 2003
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Figure5: Changesin Undernutrition Ratesamong Children under
ThreeYears, Mozambique 1997 and 2003

The findings of the 2003 MDHS suggest that the nutritional status of children in M ozambique has not changed
much sincethe 1997 MDHS survey.

e Theratesof stunting and underweight remained about the same in 2003 (37 and 26 percent) as they were
in 1997 (36 and 26 percent). There has been a decrease of three percentage points in the rate of wasting
since 1997 (from 8 to 5 percent). However, because of the seasonality of wasting, meaningful
Interpretation of these figures cannot be made.
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Figure 5
Changes in Undernutrition Rates among Children under
Three Years, Mozambique 1997 and 2003
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Note: Stunting reflects chronic malnutrition; wasting
reflects acute malnutrition; underweight reflects

chronic or acute malnutrition or a combination of both. Source: MDHS 1997 and MDHS 2003
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Figure 6: Stunting, Wasting, and Underweight by Age, M ozambique

In Mozambigue, the time between 2 months and 21 months of ageisa vulnerable period.

e Theproportion of children stunted rises sharply from 2 to 21 months of age, peaking at 60 per cent.
After 21 months the proportion drops to 40 percent at 31 months, goes up again to 53 percent between 40

and 44 months. Thereafter, the proportion of stunting varies between 43 and 50 percent through 59
months.

e Theproportion of children wasted risesfrom 2 to 16 months of age, when it peaksat 9 percent. The
proportion then gradually declines to less than 1 percent from 54 months onwards.

e Theproportion of children underweight rises sharply to 35 percent at 12 months. Thereafter, the
proportion remains about the same through 21 months and then declines to 15 percent by 48 months. The
rate rises again to 23 percent by 59 months.
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Figure 6
Stunting, Wasting, and Underweight by Age,

Mozambique
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malnutrition or a combination of both. Plotted values are Source: MDHS 2003

smoothed by a five-month moving average. 15



Figure 7. Undernutrition among Children under Five YearsWho Do
Not Reside with Their Mother, Mozambique

Previoudly, anthropometric data from DHS surveys excluded children whose mother did not live in the household
or was not present to be interviewed. Currently, all children in the household are measured, regardless of their
mother’ s residence status. In the 2003 MDHS, 497 children under five years did not reside with their mother.

In Mozambique,

e Thereisno statistical relationship between stunting and wasting rates and children’sresidence
with their mother .

e Contrary to what was expected, children who reside with their mother have higher prevalence of
underweight (24 percent) compared with those who do not reside with their mother (18 percent).
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Figure 7
Undernutrition among Children under Five Years Who Do Not
Reside with Their Mother, Mozambique

Percent
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Note: Stunting reflects chronic malnutrition; wasting
reflects acute malnutrition; underweight reflects

chronic or acute malnutrition or a combination of both. Source: MDHS 2003
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Figure 8. Underweight among Children under Five Years,
M ozambique Compared with Other Sub-Saharan Countries

Among the sub-Saharan countries surveyed,

e The percentage of children under five year s who are underweight ranges from 12 to 47 percent. With
24 per cent of children under five years of age who are underweight, M ozambiqueisin the mid-
range of the sub-Saharan countries surveyed. Underweight statusis indicative of children who suffer
from chronic or acute malnutrition, or both, and may be influenced by both short- and long-term
determinants of malnutrition. Underweight is often used as a general indicator of a population’s health
status.
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Figure 8
Underweight among Children under Five Years,
Mozambique Compared with Other Sub-Saharan

Countries
Percent
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Note: Underweight reflects chronic or acute

malnutrition or a combination of both. 19 Source: DHS Surveys 1999-2004




Figure 9: Stunting among Children under Five Years, M ozambique
Compared with Other Sub-Saharan Countries

Among the sub-Saharan countries surveyed,

e The percentage of children under five years who are stunted ranges from 21 to 51 percent. With
41 percent of children under five years of age who are stunted, Mozambiqueisin the mid-range of
the sub-Saharan countries surveyed. Stunting is a good long-term indicator of the nutritional status of a
population because it is not markedly affected by short-term factors such as season of data collection,
epidemic illnesses, acute food shortages, and recent shiftsin social or economic policies.
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Figure 9
Stunting among Children under Five Years, Mozambique
Compared with Other Sub-Saharan Countries

Percent

Note: Stunting reflects chronic malnutrition. 0 Source: DHS Surveys 1999-2004




Conceptual Framework for Nutritional Status

Nutrition is directly related to food intake and infectious diseases such as diarrhea, acute respiratory infection,
malaria, and measles. Both food intake and infectious diseases reflect underlying social and economic conditions at
the household, community, and national levels that are supported by political, economic, and ideological structures
within a country.

Thefollowing diagram is a conceptual framework for nutrition adapted from UNICEF.? It reflects relationships
among factors and their influences on children’ s nutritional status. Although political, socioeconomic,
environmental, and cultural factors (at the national and community levels) and poverty (at the household level)
affect the nutritional status of women and children, the only variables included in this chartbook are those that can
be collected as part of a national household survey. The highlighted areas of the framework depict selected factors.

These factors are,

Immediate influences, such as food intake (micronutrient status and supplementation) and infectious
diseases (diarrhea and respiratory infections)

Underlying biological and behavioral influences, such as maternal fertility, measles vaccinations, and
feeding patterns of children under two years

Underlying social and economic influences, such as maternal education, drinking water, and sanitation

Basic influences, such as area of residence.

% State of the World' s Children, 1998
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Conceptual Framework for Nutritional Status

Manifestations
Food Intake Infectious Diseases )
(Micronutrient Status/Supplementation) (Diarrhea and Cough with Rapid Breathing) Immediate
Influences
A
Feeding Patterns Hygiene @
(Infants Under 6 Months: Exclusive Breastfeeding, Behavior />
6-9 Months: Complementary Feeding,
10-24 Months: Continued Breastfeeding) Underlyi ng
Maternal Fertility, Age, Biological and
 rahousehold Immunization, Health Care Antenatal Care, Health Status Behavioral
Food Distribution (Measles Vaccination (Total Fertility Rate, Birth Interval, Influences
12-23 Months) Maternal Malnutrition)
A
Household Assets Education Food Availabilit .
(Maternal)_ Y Underlying
% Social and
Employment Water, Sanitation Economic
.Health Services Parents’ Workin inki i
( Status) g Source of Drinking Water, Type of Toilet) Influences
Political, Economic, and Ideological Structure Basic
(Residence: Urban/Rural, Region) Influences

Adapted from: UNICEF,
- State of the World's Children, 1998



Figure 10: Children under Five YearsLiving in Households with
| odized Salt by Province, M ozambique

lodine deficiency is known to cause goiter, cretinism (a severe form of neurological defect), spontaneous abortion,
premature birth, infertility, stillbirth, and increased child mortality. One of the most serious consequences to child
development is mental retardation caused by iodine deficiency disorder (IDD), which puts at stake social
investments in health and education. IDD is the single most common cause of preventable mental retardation and
brain damage in the world. IDD decreases the production of hormones vital to growth and development. Children
with IDD can grow up stunted; apathetic; mentally retarded; and incapable of norma movement, speech, or
hearing. IDD in pregnant women may cause miscarriage, stillbirth, and mental retardation in infants.

The remedy for IDD isrelatively ssmple. A teaspoon of iodineisall aperson requiresin alifetime. Sinceiodine
cannot be stored for long periods by the body, tiny amounts are needed regularly. In areas of endemic iodine
deficiency, where soil and therefore crops and grazing animals do not provide sufficient dietary iodine to the
population, food fortification and supplementation have proven to be highly successful and sustainable
interventions. The fortification of salt or oil with iodine is the most common approach to prevent IDD. lodized salt
that is commercially packaged in plastic sacks and not stored properly can lose its concentration of iodine. Proper
packaging and storage of iodized salt is essential to ensure that the popul ation benefits from iodine fortification.

e |In Mozambique, 53 percent of children under fiveyearslivein householdsthat use salt containing
some level of iodine. Use of iodized salt islowest in the Cabo Delgado province (30 percent) and is
highest in Manica province (68 percent).
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Figure 10
Children under Five Years Living in Households with
lodized Salt by Province, Mozambique
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Figure 11: Night Blindness among M others of Children under
Five Years, Mozambique

Globally, vitamin A deficiency (VAD) is the leading cause of childhood blindness. The damageto vision
(xerophthalmia) is only one of the harmful outcomes of VAD. Vitamin A iscrucial for rapid growth and recovery
fromillness or infection. Children who are vitamin A deficient have reduced immunity and are lesslikely to

recuperate from common childhood illnesses, such as diarrhea, ARI, and measles, and are twice as likely to die as
children who are not vitamin A deficient.

A mother’svitamin A status during pregnancy can be an indicator of the vitamin A status of her child. One sign of
VAD in women during pregnancy is night blindness.

In Mozambique,

e Fivepercent of all women who had given birth in the past five yearsreported having some form of
night blindness during their last pregnancy.

e However, 1 percent of women reported having trouble with their vision during the night but not

during the day during their last pregnancy. While the figure corrects for women with vision problems,
it may slightly underestimate the rate of night blindness.
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Figure 11
Night Blindness among Mothers of Children under
Five Years, Mozambique

Five percent of all women
reported night blindness during
their last pregnancy.

One percent of women had
trouble with their vision during
the night but not during the day
during their last pregnancy.

Source: MDHS 2003
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Figure 12: Vitamin A Supplementation among Mothers of Children
under Five Y earsby Province, M ozambique

Recent studies show that pregnant women who are vitamin A deficient are at a greater risk of dying during or
shortly after delivery of the child. Pregnancy and lactation strain women’s nutritional status and their vitamin A
stores. For women who have just given birth, vitamin A supplementation helps to bring their level of vitamin A
storage back to normal, aiding recovery and avoiding illness.

Vitamin A supplementation also benefits children who are breastfed. If mothers have vitamin A deficiency, their
children can be born with low stores of vitamin A. Low birth weight babies are especially at risk. Additionally,
infants often do not recelve an adequate amount of vitamin A from breast milk when mothers are vitamin A
deficient. Therefore, supplementation isimportant for postpartum women within the first eight weeks after
childbirth.

In Mozambique,

e Twenty-one percent of mothersreceived vitamin A supplements during the two monthsfollowing
delivery.

e Vitamin A supplementation of mothersvariesby province. Only 1 percent of mothersin the Gaza and
Inhambane provinces received vitamin A, compared with 67 percent in Maputo City.
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Figure 12
Vitamin A Supplementation among Mothers of Children
under Five Years by Province, Mozambique
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Figure 13: Vitamin A Supplementation among Children 6-59 Months
In the Past Six M onths by Province, Mozambique

Vitamin A deficiency (VAD) is common in dry environments where fresh fruits and vegetables are not readily
available. Vitamin A isfound in breast milk, other milks, liver, eggs, fish, butter, red palm oil, mangos, papayas,
carrots, pumpkin, and dark leafy greens. Unlike iron or folate, vitamin A is a fat-soluble vitamin, which means that
consumption of oils or fats are necessary for its absorption into the body. The liver can store an adequate amount of
the vitamin for four to six months. Periodic dosing (every four to six months) with vitamin A supplementsisa
rapid, low-cost method of ensuring children at risk does not develop VAD. National Immunization Days for polio
or measles vaccinations reach large numbers of children with vitamin A supplements as well.

In Mozambique,

e Fifty-two percent of children 6-59 monthsreceived a vitamin A dosein the past six months,

e Therate of vitamin A supplementation among children variesthroughout M ozambique. Therateis
lowest in the Niassa province (36 percent) and highest in Maputo City (77 percent).
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Figure 13
Vitamin A Supplementation among Children 6-59 Months in
the Past Six Months by Province, Mozambique
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Figure 14: Iron Supplementation among Mother s of Children under
Five Years, Mozambique

Iron-deficiency anemiais the most common form of nutritional deficiency worldwide. Thistype of nutritional
deficiency develops slowly. Symptoms are not manifested until anemia becomes severe. Diets that are heavily
dependent on one grain or starch as the major staple often lack sufficient iron intake. Iron isfound in meats,
poultry, fish, grains, some cereals, and dark leafy greens (such as spinach). Foods rich in vitamin C increase the
absorption of iron into the blood. Tea, coffee, and whole-grain cereals can inhibit iron absorption. Anemiais
common in children 6-24 months of age who consume purely milk based diet and in women during pregnancy and
lactation. Iron-deficiency anemiais related to decreased cognitive development in children, decreased work
capacity in adults, and limited chances of child survival. Severe cases are associated with the low birth weight of
babies, perinatal mortality, and maternal mortality. The worldwide anemia prevalencedata indicate that normal
dietary intakes of iron are insufficient to cover for these increased requirements for a significant proportion of
pregnant women. Providing iron supplements to pregnant women during this critical period is one of the most
widely practiced public health measure to prevent and treat anemia.

In Mozambique,
e Sixty percent of motherstook some form of iron supplementation during pregnancy.

e Of those women who received iron supplementation, 24 percent reported takingiron the
recommended minimum number of days (90 or more days) during their pregnancy.
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Iron Supplementation among Mothers of Children under
Five Years, Mozambique
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Figure 15: Diarrhea and Cough with Rapid Breathing among
Children under Five Years Compared with Malnutrition Rates,
M ozambique

Acute respiratory infection and dehydration due to diarrhea are major causes of morbidity and mortality in most
sub-Saharan countries. To estimate the prevalence of ARI, mothers were asked whether their children under five
years had been ill with coughing accompanied by short, rapid breathing in the past two weeks. For diarrhea,
mothers were asked whether their children under five years had symptoms of diarrheain the past two weeks. Early
diagnosis and rapid treatment can reduce the rates of illness or death caused by these conditions.

In Mozambigue,

e Fifteen percent of children under five years of age experienced diarrheain the two weeks preceding
the survey. Prevalence of diarrheaincreased from 4 percent to 27 percent in the first 10 months and then
gradually declined to 6 percent by 59 months of age.

e Ten percent of children under five years of age had cough with rapid breathing in the two weeks
preceding the survey. The prevalence of cough with rapid breathing increased rapidly from 2 to 10
months then it varied between 8 and 12 percent through 48 months. Thereafter, it declined from 5to 9
percent between 48 and 59 months of age.

The rapid rise in the prevalence of diarrhea during infancy reflects the increased risk of pathogen contamination
associated with the early introduction of water, other liquids, and solid foods. In addition, when infants begin to
crawl and move around, they tend to put objectsin their mouth, again increasing the risk of pathogen
contamination.
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Figure 15

Diarrhea and Cough with Rapid Breathing among
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Underlying Biological and
Behavioral Influences of
Malnutrition



Figure 16: Fertility and Birth Intervals, M ozambique Compar ed
with Other Sub-Saharan Countries

High fertility rates, especially when accompanied by short birth intervals, are detrimental to children’s nutritional
status. In most countries in sub-Saharan Africa, families have scarce resources to provide adequate nutrition and
health care for their children. As the number of children per woman increases, fewer household resources are
available for each child. High fertility also has a negative impact on maternal health, thus influencing a mother’s
ability to adequately care for her children. The most widely used measure of current fertility isthe total fertility
rate, which is defined as the number of children awoman would have by the end of her childbearing yearsif she
were to pass through those years bearing children at the currently observed age-specific rates.

Information on the length of birth intervals provides insight into birth spacing patterns. Research has shown that
children born too soon after a previous birth are at increased risk of poor nutrition and health and increased risk of
mortality, particularly when that interval isless than 24 months. The odds of stunting and underweight have been
shown to be higher when birth intervals are less than 36 months. Short birth intervals are associated with small
birth size and low birth weight, both of which are precursors to poor nutritional status in early childhood.

In Mozambique,

e At current fertility rates, awoman will have an average of 5.5 children by the end of her

childbearing years. Thisrateisin the mid-range of the sub-Saharan countries surveyed between 1999
and 2004.

e Mothershave a median birth interval of 34 months. Thisinterval isin the mid-range of the sub-
Saharan countries surveyed.
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Figure 16
Fertility and Birth Intervals, Mozambique Compared
with Other Sub-Saharan Countries

Children per Woman Months
50
EBTotal Fertility Rate [Z“IMedian Birth Interval in Months
40
38 -* 40
%6 36 36 [] [
35 — = -
34 34 34 34 " . '
33 33 33 33 33 __ o -
32 322 4 M M - . - . - .
31 TFRENE
2 1 — 30
— 20
— 10
0
0”-’0"09 PP PP S S 0'\/0’5 6500&090'1'0@ 0’50'\/090'5090’509
00 S @f@(\'@ ,;9 @f@&%. ?;»0 & oq,° §19 5 @cf T &‘19(»\% 0 ;9 R Q,”’ S @f@ (39 K @m.(\f@qo% o o \&
LA AP\ PN RN A 5 & N X < O F O Q
RN 0"”&\&\29 RS &qsé NS &%@@@ N 1 ¢ o W {_@o@o«?&& x’%’f%\“‘ P Q,e°6\@”<< 0@0@ %
o"'é(\ e ((’1,’?’ & & <§§\ “ ’\é\/\;éo & N N
A Q)\» N N @é& Q c;°@ Q}o

41

Source: DHS Surveys 1999-2004



Figure 17: Undernutrition among Children Age 12-23 M onths by
M eadles Vaccination Status, M ozambique

Measlesis estimated to kill two million children ayear, all in developing countries. It is one of the most common
diseases during childhood in areas with low immunization coverage. Measles not only increases the risk of death
but is also adirect cause of malnutrition. The occurrence of measles in poor environments is associated with
faltering growth, vitamin A deficiency, and immune suppression. Although infants are not protected from measles
after birth by their mother’ s breast milk, they are protected while in the womb by their mother’s measles
antibodies. These antibodies can last up to 15 monthsin infants, but due to malnutrition, last only eight or nine
months in children in developing countries. Therefore, measles vaccination is an important child health strategy.

In Mozambigue,

e Stuntingishigher (by 7 percentage points) among children who did not receive measles vaccination
than among children who did.

e Wasting ishigher (by 4 percentage points) among children who did not recelve measles vaccination
than among children who did.

e Underweight ishigher (by 14 per centage points) among children who did not receive measles
vaccination than among children who did.
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Figure 18: Measles Vaccination Coverage among Children Age
12-23 M onths, M ozambique Compar ed with Other
Sub-Saharan Countries

e Measles vaccination ranges from 27 to 87 percent among the sub-Saharan countries surveyed.

e |In Mozambique, 78 percent of children 12-23 months of age have been vaccinated against measles.
Thislevel of coverage istoward the higher range of the sub-Saharan countries surveyed.
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Figure 19: Feeding Practicesfor Infantsunder Six Months,
M ozambique

Improper feeding practicesis amajor cause of malnutrition in infants. WHO and UNICEF recommend that all
infants be exclusively breastfed from birth until six months of age. In other words, infants should be fed only breast
milk during the first six months of life.

In Mozambigue, the introduction of liquids, such as water, sugar water, and juice, formula, and solid foods takes
place earlier than the recommended age of about six months. This practice has a del eterious effect on nutritional
status for a number of reasons. First, the liquids and solid foods offered are nutritionally inferior to breast milk.
Second, the consumption of liquids and solid foods decreases the infant’ s intake of breast milk, which in turn
reduces the mother’ s supply of milk. (Breast milk production is determined, in part, by the frequency and intensity
of suckling.) Third, feeding young infants liquids and solid foods increases their exposure to pathogens, thus
putting them at greater risk of diarrheal disease.

In Mozambique,

e Thirty-one percent of children under the age of six months are exclusively breastfed, asis
recommended by WHO and UNICEF.

e Thirty-eight percent of infantsunder six months of age ar e given a combination of breast milk and
water. Additionally, 8 percent of infants under six months are given liquids other than water, and 22
percent receive solid food in addition to breast milk and/or water.

e Lessthan 1 percent of infants under six months of age are fully weaned.
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Figure 19
Feeding Practices for Infants under Six Months, Mozambique
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Source: MDHS 2003
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Figure 20: Infantsunder Four Months Who Are Exclusively
Breastfed and Those Who Receive a Bottle, M ozambique Compar ed
with Other Sub-Saharan Countries

Thefailure to exclusively breastfeed young infants and the introduction of liquids and solid foods at too early an
age increases therisk of diarrheal disease, an important cause of mortality in Africa.

e |n most of the sub-Saharan countries surveyed, relatively few mothers of infants under four months
follow the recommended practice of breastfeeding exclusively. In M ozambique, 39 per cent of mothers
breastfeed their young infants exclusively. This puts Mozambique in the lower range among the sub-
Saharan countries surveyed.

e Seven percent of infantsunder four monthsin M ozambique are bottlefed. This rate puts
Mozambique at the mid-range among the sub-Saharan countries surveyed. Bottle-feeding is not
recommended because poor sanitation and (improper) formula preparation with bottle-feeding can
introduce pathogens to the infant, putting the child at a greater risk of illness and malnutrition.
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Figure 20
Infants under Four Months Who Are Exclusively Breastfed

and Those Who Receive a Bottle, Mozambique Compared

with Other Sub-Saharan Countries
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before the survey. WHO and UNICEF recommend that all infants
should receive nothing but breast milk up to six months of age.
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Figure 21. Feeding Practicesfor Infants Age 6-9 Months,
M ozambique

UNICEF and WHO recommend that solid foods be introduced to infants around the age of six months because
breast milk alone is no longer sufficient to maintain a child’s optimal growth. Thus, all infants over six months of
age should receive solid foods along with breast milk.

In Mozambigue,
e Seventy-nine percent of infants age 6-9 months are fed solid foods in addition to breast milk. This
means that more than three-fourths of all infants age 6-9 months are fed according to the recommended

practice.

e Twenty percent of infants age 6-9 months are not fed solid foods in addition to breast milk, putting
these children at risk of malnutrition.

e Lessthan 2 percent of infants are fully weaned and are thus not receiving the additional nutritional and
emotional support of breastfeeding.
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Figure 21
Feeding Practices for Infants Age 6-9 Months, Mozambique
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Figure 22: Infants Age 6-9 M onths Recelving Solid Foodsin
Addition to Breast Milk, Mozambique Compared with Other
Sub-Saharan Countries

Optimal infant feeding practices include the introduction of complementary foods at about six months of age. The
introduction of complementary feeding is necessary because breast milk is no longer sufficient to satisfy the

developing infant’s energy, protein, and micronutrient needs. All infants age 6-9 months should receive
complementary foods in addition to breast milk.

e The percentage of infants 6-9 months receiving solid food in addition to breast milk ranges from 27 to
93 per cent among the sub-Saharan countries surveyed.

e In Mozambique, 79 percent of infant’s ages 6-9 monthsreceive solid food in addition to breast milk.
Thisrate isin the upper-range among the sub-Saharan countries surveyed.
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Figure 22

Infants Age 6-9 Months Receiving Solid Foods in
Addition to Breast Milk, Mozambique Compared
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Figure 23: Children 10-23 Months Who Continue to Be Breastfed,
M ozambique Compared with Other Sub-Saharan Countries

For older infants and toddlers, breast milk continues to be an important source of energy, protein, and
micronutrients. Studies have shown that, in some populations, breast milk is the most important source of vitamin
A and fat among children over 12 months of age. Breastfeeding older infants also reduce their risk of infection,
especially diarrhea.

Additionally, breastfeeding up to 24 months can help reduce awoman’ sfertility, especially in areas where
contraception is limited. Women who breastfeed for longer periods have lower fertility rates than women who
breastfeed for shorter periods.

In Mozambique,

e Eighty-four percent of children age 10-23 months are still given breast milk. Thisrateisin the mid-
range among the sub-Saharan countries surveyed.



Figure 23
Children 10-23 Months Who Continue to Be Breastfed,
Mozambique Compared with Other Sub-Saharan Countries
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Underlying Social and
Economic Influences of
Malnutrition



Figure 24. Stunting and Wasting among Children under Five Years
by Mother’s Education, M ozambique

Maternal education is related to knowledge of good child care practices and to household wealth. In Mozambique,
44 percent of the mothers of children under five years of age have never attended school, while 51 percent have
some primary education and 5 percent have secondary or higher education. There are variations in school
attendance, especially between urban and rural areas. In the rural areas, 55 percent of the mothers have never
attended school, 45 percent have attended primary school, and less than 1 percent have gone to secondary school or
higher. In contrast, only 21 percent of mothers in urban areas have never attended school, while 65 percent and

13 percent, respectively, have gone to secondary school or higher. The Maputo City region has the highest
percentage of mothers who have received at least a secondary school education (22 percent), compared with

1 to 5 percent in the rest of Mozambique' s regions.

In Mozambique,

e Mother’seducation isinversely related to the prevalence of stuntingin children. As mother’slevel
of education increases, the rate of stunting in children goes down.

¢ Differencesin therate of wasting among children by mother’slevel of education are not statistically
significant.
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Figure 24
Stunting and Wasting among Children under Five
Years by Mother's Education, Mozambique
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Figure 25: Stunting and Wasting among Children under Five
Y ears by Sour ce of Drinking Water, M ozambique

A household’ s source of drinking water is linked with its socioeconomic status. Poor households are more likely to
obtain drinking water from contaminated sources such as surface water or open wells. Without an adequate supply
of good-quality water, the risks of food contamination, diarrheal disease, and malnutrition rise. Infants and children
from households that do not have a private tap are at greater risk of being malnourished than those from
households with this amenity. Among the households surveyed with children under five years, 20 percent use piped
water, 16 percent use protected well water, 46 percent obtain their drinking water from an open well, and 18
percent use surface water.

In Mozambique,

e Children whose sour ce of drinking water issurface water or well water are morelikely to be
stunted (46 per cent and 44 per cent) than children with access to piped water (24 percent).

e Children whose sour ce of drinking water issurface water or well water are morelikely to be
wasted (6 percent and 4 per cent) than children with access to piped water (3 percent).
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Figure 25
Stunting and Wasting among Children under Five
Years by Source of Drinking Water, Mozambique
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Figure 26: Stunting and Wasting among Children under Five Years
by Typeof Toilet, Mozambique

The type of toilet used by a household reflects its wealth, and poor households are less likely to have adequate
toilet facilities. Inadequate sanitation facilities result in an increased risk of diarrheal disease, which contributes to
malnutrition. Infants and children from households that do not have ready accessto aflush toilet are at greater risk
of being malnourished than children from households with this amenity. In Mozambique, 48 percent of households
surveyed with at least one child under five years have access to alatrine, 51 percent have no facilities, and only 2
percent of surveyed households have access to aflush toilet.

In Mozambique,

e Children who have no accessto toilet facilities and those who have accessto a latrineare more

likely to be stunted (48 percent and 34 percent, respectively) than children with access to aflush toilet
(10 percent).

e Children who have no accessto toilet facilities and those who have accessto alatrineare more
likely to be wasted (3 percent) compared with children who have access to aflush toilet (5 percent).
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Figure 26

Stunting and Wasting among Children under Five
Years by Type of Toilet, Mozambique
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Figure 27. Stunting and Wasting among Children under Five Years
by Province, M ozambique

In Mozambique,

e Stunting rangesfrom 20 to 56 percent among children in the 11 regions. Stunting rates are lowest in
Maputo City (20 percent) and highest in the Cabo Delgado province (56 percent).

e Wasting rangesfrom 1to 7 percent among children in the 11 regions. Wasting rates are lowest in
Maputo province, Maputo City, and Inhambane and Niassa provinces (1 percent). The rate of wasting is
highest in Nampula, Sofala, and Gaza provinces (7 percent).
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Stunting and Wasting among Children under
Five Years by Province, Mozambique
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Basic Influences



Figure 28: Stunting and Wasting among Children under Five Years
by Urban-Rural Residence, M ozambique

In Mozambique,

e Therateof stuntingislowest in the capital, Maputo City (20 percent). In other urban areas it is 30
percent, and in rural areasit is 46 percent.

e Therate of wasting isalso lowest in Maputo City (1 percent), whileit is 4 percent in other urban areas
and inrural areas.
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Figure 28
Stunting and Wasting among Children under Five
Years by Urban-Rural Residence, Mozambique
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Maternal Nutritional Status



Figure 29: Malnutrition among Mothers of Children under Five
Y ear s by Province, Mozambique

Besides being of concern inits own right, amother’ s nutritional status affects her ability to successfully carry,
deliver, and care for her children. There are generally accepted standards for indicators of malnutrition among adult

women that can be applied.

Malnutrition in women can be assessed using the body mass index (BM1), which is defined as a woman’s weight in
kilograms divided by the square of her height in meters. Thus, BMI=kg/m’. When the BMI is below the suggested
cutoff point of 18.5, thisindicates chronic energy deficiency or undernutrition for nonpregnant, nonlactating
women. When the BMI is above 25, women are considered overweight.

e Eight percent of mothersof children under age fivein Mozambique are under nourished. Maternal
undernutrition is highest in the Zambézia province (12 percent) and lowest in Maputo City (4 percent).

o Twelve percent of mothersof children under five are overweight. Maternal overnutrition is highest in
Maputo City (34 percent) and lowest in the Sofala province (6 percent).
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Figure 29
Malnutrition among Mothers of Children under Five Years
by Province, Mozambique
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mothers whose BMI is greater than 25.

Source: MDHS 2003
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Figure 30: Malnutrition among Mothers of Children under Five
Y ears by Urban-Rural Residence, Mozambique

In Mozambique,

e The undernutrition rate (chronic energy deficiency) for mothers of children under five is 6 per centage
points higher in rural areas (9 per cent) compar ed with Maputo City (3 percent).

e The overnutrition rate (overweight) for mothers of children under five isamost 3 times higher in
M aputo City (33 percent) compared with rural areas (12 per cent).
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Figure 30
Malnutrition among Mothers of Children under Five
Years, by Urban-Rural Residence, Mozambique
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Note: Maternal undernutrition is the percentage
of mothers whose BMI (kg/m?) is less than 18.5.
Maternal overnutrition is the percentage of Source: MDHS 2003

mothers whose BMI is greater than 25. -



Figure 31: Malnutrition among Mothers of Children under Five
Y ears by Education, M ozambique

In Mozambique,

e Undernutrition among mothers of children under fiveisnot related to level of education.
e Overnutrition among mothers of children under five shows alinear relationship with increasing level of

education. It is highest among women with secondary education (28 per cent) and lowest among those
with no education (7 percent).
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Figure 31
Malnutrition among Mothers of Children under Five
Years, by Education, Mozambique
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Note: Maternal undernutrition is the percentage
of mothers whose BMI (kg/m?) is less than 18.5.
Maternal overnutrition is the percentage of Source: MDHS 2003

mothers whose BMI is greater than 25.
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Figure 32: Malnutrition among Mothers of Children under Five
Y ears, M ozambique Compared with Other Sub-Saharan Countries

Malnutrition among mothersis likely to have a major impact on their ability to care for themselves and their
children. Women less than 145 centimetersin height are considered too short. Mothers who are too short (a
condition largely due to stunting during childhood and adolescence) may have difficulty during childbirth because
of the small size of their pelvis. Evidence aso suggests there is an association between maternal height and low
birth weight. Underweight status in women assessed using the body massindex is also presented. Pregnant women
are not included in the malnourished analysis due to weight considerations.

In Mozambique,

e Five percent of mothers of children under five aretoo short (<145 cm). This proportion is the second
highest among the sub-Saharan countries surveyed.

e Eight percent of mothersof children under five areundernourished (BM1<18.5). This proportion is
in the lower range of the sub-Saharan countries surveyed.
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Figure 32
Malnutrition among Mothers of Children under Five Years,
Mozambique Compared with Other Sub-Saharan Countries
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Note: Short is the percentage of mothers under 145 cm;
undernourished is the percentage of mothers whose BMI (kg/m?)
is less than 18.5. Pregnant women and those who are less than
two months postpartum are excluded from BMI calculation.
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Appendix 1
Stunting, Wasting, Underweight, and Overweight Rates by Background Characteristics
M ozambique 2003

Background Background
characteristic Stunted Wasted Underweight | Overweight | characteristic Stunted Wasted | Underweight | Overweight
Child’sage
in months Provinces
0-5 11.7 13 5.0 10.3 Niassa 45.2 14 24.3 19
6-11 28.3 4.3 24.3 49 Cabo Delgado 55.7 45 35.2 35
12-17 39.9 8.0 33.2 16 Nampula 42.3 6.6 29.1 3.3
18-23 57.0 5.7 35.6 22 Zambézia 47.2 5.0 26.8 3.6
24-29 449 4.7 30.7 0.6 Tete 45.9 16 25.3 20
30-35 43.9 4.8 279 16 Manica 39.3 24 22.1 24
36-47 49.6 35 22.4 2.3 Sofala 42.0 6.8 25.2 20
48-59 44.6 17 185 18 Inhambane 31.8 1.0 132 49
Gaza 325 6.9 22.0 2.7
Maputo Province 22.0 0.6 8.7 2.7
Maputo City 20.2 0.8 75 45
p<0.000 p<0.000 p<0.000 p<0.000 p<0.000 p<0.000 p<0.000 p<0.000
n=8,226 n=8,225 n=8,224 n=8,221 n=8,223 | n=8,224 n=8,222 n=8,222
Gender of Urban-rural
child residence
Female 38.8 4.0 22.8 31 Maputo City 20.2 0.8 75 45
Male 42.6 39 24.8 31 Other Urban 30.1 38 16.4 3.0
Rura 45.7 4.3 274 31
p<0.000 NS p<0.000 NS p<0.000 | p<0.000 p<0.000 NS
n=8,225 n=8,225 n=8,225 n=8,225 n=8,225 | n=8,224 n=8,225 n=8,224
Overall 40.7 4.0 23.8 31 Overall 40.7 4.0 23.8 31

Note: Level of significanceis determined using the chi-square test. NS=Not significant at p<0.05
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Appendix 2
Distribution of Malnutrition in M ozambique Compar ed with the
NCHS/CDC/WHO International Reference Population

The assessment of nutritional statusis based on the concept that in a well-nourished popul ation, the distributions of
children’s height and weight, at a given age, will approximate a normal distribution. This means that about 68 percent
of children will have aweight within one standard deviation of the mean for children of that age or height and a height
within one standard deviation of the mean for children of that age. About 14 percent of children will be between one
and two standard deviations above the mean; these children are considered relatively tall or overweight for their age or
relatively overweight for their height. Another 14 percent will be between one and two standard deviations below the
mean; these children are considered relatively short or underweight for their age or relatively thin for their height. Of
the remainder, 2 percent will be very tall or obese for their age or obese for their height; that is, they are more than two
standard deviations above the mean. Another 2 percent will fall more than two standard deviations below the mean and
be considered moderately or severely malnourished. These children are very short (stunted), very underweight for their
age, or very thin for their height (wasted). For comparative purposes, nutritional status has been determined using the
International Reference Population defined by the United States National Center for Health Statistics (NCHS standard)
as recommended by the World Health Organization and the Centers for Disease Control and Prevention.

Appendix 2 includes four curves: weight-for-age, height-for-age, and weight-for-height graphed against a normal
curve. The height-for-age and weight-for-age curves are shifted towards the left of the standard curve indicating that
thereislarge number of stunted and underweight children in Mozambique. However, weight-for-height curve for
Mozambique is comparable to the expected normal distribution in a well-nourished population. The implications are
that interventions are necessary to address widespread malnutrition in order to improve child health, which will result
in ashift in the curves closer to the reference standard.



Appendix 2
Distribution of Malnutrition in Mozambique Compared with
the NCHS/CDC/WHO International Reference Population
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Introducao

A mahutricio” é um dosm ajores problem as de saide e de bem  estar dos babés e das criancas em M ocam bique. 8o
resulta tento de doencas com o do consum o de quantidades nadequadas de alin entos. A quantidade inedequada de
alin entos ngeridos € consequéncia da disponibilidade msuficiente de alim entos ao nivel do agregado fam iliar,
praticas alin entares inprdprias, ou ambos. A s praticas alin entares In prdprias clien tEnto a qualdade e a
quantidade de alim entos dados as criancas ban com o o m om ento da Introducdo dos m egn os. Pobres condictes de
Sssneam ento colocam  as crigngas en allo risco de conttalrem doencgas, an particular dianeias, que afectam
negativam ente a sua condicdo nutricional. Tanto a quantidade lhadequada Ingerida com o as condicdes de saneam ento
sfo reflexo da base social e das condicBes econdm icas prevalecentes.

A mahutricdo tam consequéncias significativas a nivel econdm ico e de saide, sendo o aum ento do risco dem orte a
consequéncia m ais critica. O utras consequéncias ncluem o aumento do rsoo de doencas e um baixo nivel de
desenvolvin ento cognitivo, o que resula en baixo aproveitam ento escolar. N a dade adula, a acum ulacdo dos efeitos
de m ahutricdo de Jongo prazo pode resultar num a reducdo da produtividade dos tralbalhadores e no aum ento de
auséncias ao Jocal de trabalho; estes efeitos podan reduzir a habilidade e o potencial de ao Jongo da vida activa as
pesoas daram a sua contrbuicdo para a econom ia nacional. A Jdn disso, a m alhutricdo pode resultar em problam as
durante a gravidez.

O s dados aqui apresentados s5o do Iguérito D an ografico e de Saude de M ocam bique de 2003 M IDS 2003), um
Thquérito nacionaln ente representativo de 12,315 fam ilias, realizado pelo hsttuto Nacional de Estatistica (INE),
M inisrio da Saide, M aputo, M ocam bigue. A assisténcia Bmica foi prestada pela ORC M acro com o parte do
progrma M EASURE DHS. Os fuindos foram providenciados pela Agéncia dos Estados Unidos pama o
D esenvolvyim ento Itemacional USA D).

Das 10,620 criancas com 0-59 m eses que fizeram parte do estudo, haviam 8 224 vivas, cujpsm des foram htrevistedas
e sukitas a recolha de dados antropom étrdcos. Em  principio, toda a andlise nutricional inclui estas criangas, exospto os
casos explicitam ente Indicados no doaum ento . O s dados nutricionais recolhidos nestas crisncas ncluen altura, peso,
Yade, histdria de am am entacdo, e padrdes alin entares. Fol ambén recolhida nform acdo sobre a prexza]a'lc:a de
dianeila e hfecgdo regpimtdra agida (IRA ) nas duas sam anas antes do quérito e sobre caracteristicas sdcio-
dan ograficas releventes. Para efeitos de comparaciio usam -se dados de Thquéritos D an ograficos e de Saide
realizados noutros paises da A frica Sub-Sahariana.

10 m étodo téenico de dentificacsio dum a populacio m ahutrida sequndo a defnicio do Centro N acional de Estatisticas de Saiide Am ericana NCHS), os
Centrosde C ontrol e Prevencdo deD oencas CDC ), ea O rganizacdo M undialde Saide OM S) é apresentado no Apéndice 2.



G rafico 1:M ortmlidade Infantile de C riancas,M ocam bique
C om parado a O utros Pafsesda A frica Sub-Sahariana

A m ahutricdo com prom ete a saide das criangas, tomando-as susceptivels a doencas em orte. D oencas nfecciosas
tais com o Infengdes respiratdrias agidas, dianreia, e m aldria s5o as principais causas dam oralidade de bebés e de
criancasm enores de cinco anos. A taxa dem ortalidade mfantl (Bxa dosm enoresdeum ano) é um am edida

geraln ente usada na avaliacdo da saide dosbebés e éum indicador sensivel as condicBes sbcio-econdm icas de um
pais.A taxa dem ortalidade dosm enores de cinco anos € um outro Indicador nform ativo da sobrevivéncia de beoés
e criangas.

e A taxadem ortalidade mfanttlem M ocam bique (101 m ortesan cada 1000 nascin entos) mdica que
10 por cento das criancasnascidasem M ocam bigquem orrerdo antes do seu prin eiro aniversario.
Esta taxa é um a dasm ais altas entre os paises da A frica Sub-Sahariena inqueridos.

e A taxa dem ortalidade dem enoresde cinco anosan M ocam bigque (153 m ortesem cada 1000 em
cada 1000 nascin entos) lndica que 15 por cento das criancasnascidasaen M ocam biquem orrerdo

antesde com pletarem cinco anosde idade. Esta taxa coloca-se num a posicdo nterm édia entre ospaises
da A frica Sub-Sahariana hqueridos.
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G rafico 2: Contribuicdo daM ahutricdo para aM ortalidadede
Criancascom M enosdeC nco Anos,M ocam bique

A m ahutricdo éum dos grandes factores dam orte dem uias criangas pequenas.M egn o0 Sse um a crianca € apenas
Tigeiram ente m alnutrida, o risco dem orte aum enta. A t@xa dem ortalidade de criancas dem enos de cinco anosnos
paises an desenvolvin ento estd an grandem edida relacionada com doencas infecciosas em ortes no parto .A s
InfeccBes regpiratdrias, diareias, m aliria, saram po, e outras doencas infecciosas afectam seriam ente as criangas.

Fém ulas desenvolvidas por Pelletieretal? sdo usadas para quantificara imfluéncia dam alhutricio m oderada e
severa nam ortalidade de criancasm enores de cInco anos.

Em M ocam bique,

e Trinta eseispor cento de todasasm ortes que ocorran antes dos cinco anos de idade estio
relacionadascom am ahutricdo m ahutricdo severa em oderada)’

e Devido a sua grande prevaléncia, am alnutricdo m oderada contribuiparam aism ortesque a
m alnutricdo severa (B0 por cento e 6 por cento, regpectivam ente).

¢ A mahutricdom oderada estd In plicada em 83 por cento dasm ortes associadasam alnutricdo.

? Pelletier, D L., E A . Frongillo, Jr., D G . Schroeder, e JP. Habicht. 1994. A methodology for estim atihg the contribution of
m alhutrition t© child m ortality n developing countries M etodologia para estim ar a contribuicio da m ahutricdo na m ortalidade de
criancasnospaises em desenvolvim ento) . Joumal ofNutrition 124 (10 Suppl.): 2106S2122S.

* A s criancas classificam -se com o severam ente m alnutrida quando u Z -score assinado se encontra abaixo dem enos trés desvios padi&o
(3 DP) dam ediana da populacio de referéncia definidapelo CDC eNCH S; enquanto que um a crianca com um Z-scoreentre 2 DP e
3D P € consideradam oderam entem alhutrida.




G rafico 2
Contribbuicdo da M ahutricdo para a M ormlidade de
Criancas com Menos de Cmco Anos,Mocam bigue
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Nota:Calub baseado Fonte: MIDS 2003

em Peletieretal, 1994.



G rafico 3: Sobrevivéncia e E satuto NutricionaldasC riancas,
M ocam bique

A m ahutricdo e am oralidade afectam m uito as criangas pequenas. Esta G rafico lustra a proporcdo de criangas
quem oneram ou estdo m alutridas em cadam és de idade.

Em M ocam bique,

e Entreonascin ento eos2l m esesde idade, a percentagan de criancasvivas endom ahutridascai
rapidam ente de 89 por cento para 33 por cento.Apdsos 21 m eses, a texa vara entre 37 e 47 porcento
at® aos 59 m eses.

e FEntreonascin ento eos2l m esesde idade, a percentagan de criancasque tem m ahnutriacdo
m oderada or severa’ aum enta drasticam ente dos 8 por cento para 56 por cento . D epois dessa idade,
apercentagem varia dos 40 porcento a 48 por centoa atg aos 50 m eses, e desce para 34 porcento aos 59
m eses.

e Donascin ento até aos 59 m eses, a percentagem de criancas quem orreram aum enta gradualn ente
de 5 porcento no nascin ento a 11 porcento aos 21 m eses, e para 25 porcento aos 59 m eses.

‘Uma crianca com um Z-score abaixo de menos trés desvios padrdo (3 DP) da referencia padrdo é considerada severam ente
m alhutrida, enquanto que um a crianca com um Z-score entre 2 D P e 3D P é consideradam oderam ente m alhutrida.
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G rafico 4:M ahutricdo entreC riancascom M enosde C 1nco Anos,
M ocam bique

T M ocam bique,

e Quarenta eum por cento decriancascom 0-59 m esesdevida sofram dem ahutricdo crdnica: elas
SSom uito baixaspara a sua dade (com deficitestatural - Baixa A lura por Idade)” A proporcdo de
criancas nesta condicdo é de quase 20 vezes o nivel esperado num a populacdo saudavel, bam nutrida.

e A mahutricdo agiuda,m anifesmda por Baixo Peso por A Tura® resulta en um a crianca serm uito
m agra para a sua altura. Esta condicdo estd presente en 4 pocento das criancas, o que € duas vezes o nivel
egperado num a populacdo saudavel.

e V Inte equatro por cento das criancasm enores de cinco anos tam Baixo Peso por Idade
(hsuficiéncia do peso) . Isto é aproxin adam ente 12 vezes o nivel egperado num a populacio saudével e
bam nutrida.

e Tréspor cento das criancasm enores de cNco anos sdo obesasou tam Excesso de Pen? 0 é1l5
vezes o nivel esperado num a populacdo saudavel e bem nutrida

*Uma crignca com malutricio crdnica tem um Z-score de altura por dade que esta abaixo de 2D P baseado na populacio de
referéncia doNCHSLCDC OM S.A mahutricio crdnica € resultado da ngestiio nadequada de alin entos durante um  Jongo periodo e
pode ser agravada pordoencas crdnicas.

6Umac::ianc;:am com m ahutricdo aguda tem um Z -score de peso por altura que estd abaixo de 2D P baseado na populacio de referéncia
doNCHSALCDC OM S.A mahutricio aguda é resultado de um a falha recente an consum ir alin entos  adegquados e pode ser afectada
pordoencas graves, esoecialn ente dianreia.

"Uma crianca com hsuficiéncia do peso tem um Z-score de peso por dade que estd abaixo de 2D P baseado na populacio de
referéncia doNCHSLCDC OM S. Esta condicdo pode resultardem ahutricdo crdnica ou aguda ou um a com binacdo de am bas.

fUma cranca com exceso de peso ou obesa tem um Z-score de peso-poralura que € acina de +2D P baseado na populacdo de
referéncia doNCHSLCDC OM S.
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G rafico 4
M ahutricdo entre C riancas com M enos de
C nco Anos,Mocam bigue

Percentagem
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Nota:Baxa Alum/MHade reflecte m ahutrcdo crdntra; Baxo Peso/Alura
refecte m ahutricdo aguda; Baixo Peso/Made refecte m ahutricdo
crdnia ou aguda ou um a com bhacédo das duas. Fonte: MIDS 2003

11



G rafico 5:M udancasnasTaxasdeM ahutricdo entre C riancas com
M enosdeTrésAnos,M ocam bique 1997 e 2003

OsresultadosdoM ID S de 2003 sugeram que o esatuto nutricionaldas criancasem M ocam biguendom udou
m uito desde o mquéritoM IDS de 1997.

e FEm 2003, aproporcdo de criancas com Baixa A ltura/Idade e com Baixo Peso/Idade 37 e 26 porcento,
regpectivam ente) m anteve-se quase am egn a que a obserwvada en 1997 36 e 26 porcento,
respectivam ente) . H ouve um a queda de trés pontos percentuais na proporcao de criancas com B aixo

Peso/A Tura desde 1997 e 8 a b porcento) . Pordm , por causa da sazonalidade ndo sepode fazerum a
hterpretacdo valida desta diferenca.
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G rafico 5
M udancas nas Taxas de M ahutricdo entre C rilancas com
M enos de Trés Anos,Mocam bigue 1997 e 2003

Percentagem
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Nota:Baxa Alura/MHade refecte m ahutricdo crdnita; Baxo Peso A luma
refecte m ahutricdo aguda; Baxo Peso/Made reflecte m ahutricdo
crdnia ou aguda ou um a com biacéo das duas. Fonte:M DS 1997 eM DS 2003

13



G rafico 6: Baixa A tura/Idade, Baixo Peso/A ltura,
e Bamxo Peso/Idade, por Idade,M ocam bigque

Em M ocam bique, o tam po decorrente entreos2 eos21 m esesde idade eum periodo vulneravel.

e A proporcdo de criancascom Baixa A ltura/Idade aum enta bruscam ente de 2 para 21 m esesde
dade, tendo com o pontom &xin o 60 por cento.D epoisdos 21 m eses a proporgao caipara 40 porcento
aos 31 m eses, evolta a subirpara 53 porcento entre os 40 e 44 m eses. D epois dessa idade, a proporcdos
varia entre 43 e 50 porcento at& aos 59 m eses.

e A proporcdo de criancascom Baixo Peso/A lhira aum enta dos 2 aos 16 m eses de idade, quando
atihge om axin o de 9 por cento.A porporcdo depois declna-se gradualn ente param enos que 1 por
cento dos 54 m eses an diante.

e A proporcdo de criancasde Baixo Peso/Idade aum enta rdpidam ente para 35 por cento en 12
m eses. D epois a proporgdo m antém -se aproxin adam ente am egn a até aos 21 m eses e depois decresce
para 15 porcento acs 48 m eses. A taxas sobe outra vez para 23 por cento aos 59 m eses.
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Grafico 6
Baixa A lura/Made,Baixo Peso /A lura,
e Baxo Peso/dade,por dade,M ocam bigue

Percentagem
70 —M éda de Baixa Alura/Made
Periodo Vulneravel oM éda de Baixo Peso/Aluma
S N /7N M éda de Baixo Peso/Bade

50

40

30

20

10

0O 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58

Hade (m eses)

Not@:Baxa Alura/MHade refecte m ahutricdo crdnia; Baxo Peso/Alura
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aguda ou um a com bhacdo das duas. 0 s vabres representados no grifco

oram suavizados porum a m édi m évelde 5 m eses. Fonte: MIDS 2003
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G rafico 7:M ahutricdo entreC riancascom M enosde C nco Anos
queNadoResdan com aM de,M ocam bique
A nteriom ente, os dados antropom étricos do inquérito ID S excluiam criancas cujam des ndo vivessam no agregado
fam iliarou ndo estivessam presentes para ser entrevistadas. A ctualn ente, todas as criangas no agregado s5o

m edidas, ndependentam ente do esatuto de residéneia das suasm des.No lnquérito M ID S 2003, 497 criancas
m enores de cinco anosndo viviam com as suasm des.

Em M ocam bique,

e N 3&o severifica nenhum a relacdo estatisticam ente significante entre as taxas de prevaléncia de

Baixa A ltura/Idade e Baixo Peso/A lhura e a situacdo das criancas relativa a se vivan ou ndo com
am ae.

e Contrariam ente ao que se egperava, Criangas que vivam com as suasm des tém m ajorprevaléncia de
Baixo Peso/Idade (24 porcento) com paradas as que ndo vivam com as suasm des (18 porcento).
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G rafico 7
M ahutricdo entre Criancas com Menos de Cmco Anos gue
Ndo Residem com aMéae,Mocam bique

Percentagem
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Nota:Baia Alura/MHade refecte m ahutricdo crdnia; Baixo
PesoAlura reflecte m ahutricdo aguda; Baiko Peso/Hade
refecte m ahutricdo crdnta ou aguda ou um a com bhacdo

das duas. Fonte: MIDS 2003
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G rafico 8: Baxo Peso/Idade entre C riancascom M enosdeC Inco

Anosde Idade,M ocam bique C om parado a O utros Paises
da A frica Sub-Sahariana

Entre ospaises da A frica Sub-Saharisna inqueridos,

e A percentagem de criancas com m enosde cinco anosde idade que tin Baixo Peso/Idadevarade 12 a
47 porcento .M ocam bique ocupa um a posicio m ediana entre ospaisesda A frica Sub-Sahariana
nqueridos, com 24 por cento de criancasm enoresde cinco anosde idade com Baixo Peso/Idade.O
esatuto Baixo Peso/Idade é indicativo de criancas que sofram dem alnutricdo crdnica ou aguda, ou
am bas, e pode ser nfluenciado pordeterm nantes dem alnutricdo de curto e de Jongo prazo .0 Baixo
Peso/Idade é frequentam ente usado com o um Indicadorgeral da condicdo de saiide da populacdo.
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G rafico 8
Baxxo Peso/Hade entre Criancas com M enos de Cnco
Anos de Tade,M ocam bigue Com parado a Outros
Paises da A frica Sub-Sahariana

Percentagem

60 —

. < .
Nota:Baxo Peso/dade flecte m ahutricdo
crdnra ou aguda ou um a com bhacdo das

duas. Fonte: hquérios DS 19992004
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G rafico 9: Baixa A lura/Idade entre C riancascom M enosde C nco

Anos,M ocam bique C om parado a O utros Paises
da A frica Sub-Sahariana

Entre ospaises da A frica Sub-Saharisna inqueridos,

e A parcentagan de criancasm enores de cinco anos com Baixa A lura/ldade varia de 21 a 51 porcento.
M ocam bigque ocupa um a posicio interm &lia entre ospaisesda A frica Sub-Sahariana hqueridos
com 41 por cento de criancasm enoresde cinco anoscom Baixa A lhiura/Idade.A taxa de mcidéncia
de Baixa A ltura/Idade éum bom ndicadorde longo prazo do estatuto nutricional dum a populacdo porque
ndo ém arcadam ente afectado pelos factores de curto prazo tais com o o periodo de recolha de dados,
epidam das, severa escassez de alin entos, e m udanca recente de politicas sociais ou econdm icas.
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G rafico 9
Baxa A lura/Made entre C rilancas com M enos de Cnco
Anos,Mocam bigue Com parado a Outros Paises
da A frica Sub-Sahariana

Percentagem

Nota:Bakxa A luma/MHade reflecte m ahutricdo
crdnta. Fonte: hquértos DS 19992004
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E strutura C onceptualpara o Esmtuto Nutricional

A nutricdo estd directam ente relacionada com os alin entos ngeridos e doencas infecciosas com o dianeia, infeccdo
respiratdria agida (IRA ), m aldria, e saram po . Tanto alin entos ingeridos com o doencgas nfecciosas resultam da
base social e das condicBes econdm icas ao nivel do agregado fam iliar, com unidade, e pais que dependem das
estruturas politicas, econdm icas e ideologicas dentro do pais.

O diagram a aquiapresentado € um a estrutura conceptual para nutricso adaptado do UN T EF . R eflecte a relacio
entre factores e suas nfluéncias no esatuto nutricional das criangas. A pesar dos factores politicos, sbcio-

econdm icos, am bientais e cullurais @ nivel nacional e com unitdrio) e a pobreza @ nivel do agregado fam iliar)
afectaram o esatuto nutrcional dasm ulheres e criangas, as Unicas variaveis mcliidas neste docum ento sdo as que
podam sercolhidas com o parte do Inquérito nacional aos agregados fam iliares. A s dreas destacadas na estrutura
representam  factores selecionados.

O s factores sfo,

e TInfluéncias Im ediatas, @is com o alim entos ngeridos (estatuto e suplam entacdo dem icronutrdentes) e
doencas nfecciosas ([dianreia e nfeccBes regoiratdrias)

e Tnfluénciasda basebioldgica e com portam ental, talcom o fecundidade m atema, vacinacdo de saram po,
e padrdo alim entardas criancasm enores de dois anos

e Influénciasda base sociale econdm ica, tais com o educacdo dasm des, dgua potavel, e saneam ento

e Tnfluénciasbésicas, tais com o drea de residéncia.

‘UNTTEF.1998. Situacio da C riancano M undo
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Estrutura Conceptualpara o Estatuto Nutrdcional

Racdo Aln entar
Estautm de M tronutrentes /Suplkm entagdo

Estatuto Nutrcina

Doencgas nfeccbsas

O Barren e Tosse Convulka)

D strbuido
alm entmardentro
da fam i&a

Padrdes Aln entares

Bebes de m enos de 6 M eses:Apenas Leie M atemo,
6-9 M eses:Aln entacdo com pkm entar,
1024 M eses:Conthuara darLeie M atemo)

Com portam ento
Hiy¥nio

Cuidados
<+ hfants

Fertiidade M atema, dade,

In unzacdo, Cudados de
Saude (vacha de saram po
1223 M eses)

Cuidados prenatais, C ondides de saude
Taxa Totalde Fertilidade, htervalb de

ascin entos, M ahutricdo m atema

Posses da Fam ila

erwixos de Saude

Estado C #il

Em prego
Estatuto de Em prego
dos pais )

- D sponibilidade
Educacdo ATn entar
M atema //

Agua, Saneam ento
Fonte de Agua Potvel, Tpo de Sania)

Estutura Politca, Econdm ta, e Heobgra
Residénca :UrbanaRural, Reg#o)

M anifestacdes

hfluéncias
In ediatas

hfluéncias da
Base Bioldgica e
Com portam ental

hfluéncias da
Base Sociale
Econdm ica

hfluéncias
Bésicas

Adaptado de:UNXIEF,1998.
- Sitmacdo da Cranca no Mundo
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G rafico 10: C riancascom M enosdeC lnco AnosV wvendo an
Fam illascom SalIlodado por Provincia,M ocam bique

A msuficiencia de iodo € conhecida com o causadora de bdcio, cretinism o (um a form a severa de defeito
neoroldgico), aborto egpontdneo, parto perm aturo, hfertilidade, nadosm ortos, e 0 aum ento dam ortalidade Infantl.
Um a dasm ais sérias consequéncias para o desam volvin ento das criancas € o atrazo m ental causado pela desordem
de Insuficiéncia do iodo (IDD ), o que pode consttuirum obstaculo para Investim entos sociais na saide e na
educacdo.A IDD éacausam aiscomum de prevaléncia de atrazo m ental e danos cerebrais a nfvelm undial.A IDD
dim nue a producdo de homm onas vitais para o crescin ento e desenvolvin ento .C riancas com IDD podan crescer
atrofiadas (com Baixa A lura/Idade) ; apaticas; atrazadas m entalm ente; incapacitadas dem ovin entosnom ais, fala,
ou audicdo.A IDD nasm ulheres gravidas pode causar abortos, nadosm oros, e atraso m entalnos bebés.

O ram &dio paraa IDD € relativam ente sin ples.Um a colherde cha de iodo € tudo o que um a pessoa precisa an
toda a vida. J& que o iodo ndo sepode arm anzenarporporm Uito tem po no organism o, S50 necessarias pequenas
quantidades regulam ente. N as &reas com  isuficiéncia endém ica de iodo, onde o solo e portanto os produtos
agricolas e a came ndo proporcionam um a dieta de jodo suficiente para a populacdo, a fortificacdo alin entare a
suplem entacdo provaram serm uito eficazes e um a ntervencdo sustentével. A fortificacdo do salou do éleo com
iodo éam edidam ais com um pam prevenira IDD .0 sal jodado que é com ercialn ente en balado ou em pacotado
an sacos plasticos se ndo € am anzenado adequadam ente pode perdera concentracdo de iodo. Um a en balagem e
am azenam ento adequados do sal iodado € essencial para garantir qua a populacdo se benifecia da fortificacdo do
iodo.

e Em M ocam bique, 53 por cento das criancasm enoresde cinco anosvivan an agregados fam iliares
queusam salcontendo algum nivelde iodo.O uso de sal iodado ém uito baixo na Provincia de C abo
Delgado (30 porcento) e é alto na Provincia deM anica (68 porcento).
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G rafico 10
Criancas com Menos de Cmnco Anos Vivendo em Fam ilias
com Salbdado porProvincia,Mocam bigue

Percentagem
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Fonte: MIDS 2003
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G rafico 11: C egueira N octurma entreM desdeC riancascom M enos
deC mco Anos,M ocam bique

D eum a form a geral, a msuficienciaeficiéncia en vilem haA IV A ) lidera as causas de ceguelra entre criancas. A
perca de visdo € apenasum dos resultados prejudiciaisda WA LA viem na A é crucialpara um crescin ento r@Bpido
e recuperacao en caso de doencas ou Infecgles. C riancas com nsuficiéncia de viem ina A t&m um a in unidade
reduzida e s5o m enos provaveis de recuperar de doencas nfants com uns, el com o diarreias, AR T, e saram po, e s50
duas vezesm ais provaveis dem orreran que criancas que ndo s8o deficientes em vitem na A .

A condicdo de vitam na A dam de durante a gravidez pode serum idicadorda condicdo da vitem lna A da sua
crianca.Um sihalda IVA num am ulherdurante a gravidez é a cegueira notuma.
Em M ocam bique,

e C incopor cento de todasasm ulheresque deram parto nosUlbm os cinco anos reportaram ter tido
dum a certa form a cegueira noturna durante a sua ultm a gravidez.

e Noentanto,um por cento dasm ulheres reportaram ter tido problam asde visdo durante a noite
m asndo durante o dia durante a sua Gldm a gravidez. Enquanto a G rafico é corrigida para tom arem
consideracdo asm ulheres com problam as de vista, isto pode ligeiram ente subestim ara texa de cegueira
notuma.
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Grafico 11
Ceguelra Noctuma entre M des de Criancas com M enos de
C nco Anos,Mocam bigque

C nnco porcento de todas as
m uheres reportaram ceguela
noctuma durante a sua Ul a
gravidez.

Um porcento dasmuheres
tveram problkm as com a sua
vikdo durmante a noie m as ndo
durante o dia durante a sua
Ulm a gravidez.

Fonte: MIDS 2003
29



G rafico 12: Suplam entacdo em V itam m A entreM desdeC riancas
com M enosdeC mco Anospor Provincia,M ocam bique

Estudos recentesm ostram  que asm ulheres grdvidas com insuficiéneia de vitem na A tam um m ajorrisco de

m oreram durante ou Jogo depois do parto .A gravidez e a Jactacdo perturbam a condicdo nutricionaldamulhere o
Seu armm azenam ento de vitam ina A . Para am ulherque acaba de darparto, a suplem entacdo de vitam nma A ajudaa
recuperara am azenagam de vitem na A para o nivelnom al, ajudando assin na recuparacdo e prevencdo de
doencas.

A suplem entacdo de vitam na A beneficia tam bém a criancas que se alin entam de leitem atermno . Se asm des tam
nsuficiéneia da vitem na A |, os seus filhos podem nascercom baixo arm azenam ento de vitem lna A .Bebés que
nascam com baixo peso estdo especialm ente en risco . A m disso, osbebésnan sam pre receban um a quantidade
adequada de vitam ha A através do leite do peito quando asm des tem nsuficiéncia de viteam na A . Portanto, a
suplem entacdo € In portante para asm ulheres depois do parto, especiam ente nas prin eiras oito sam anas depois do
parto.

Em M ocam bique,

e Vinteeum por cento dem desreceberam suplam entosde vitam ina A durante osdoism eses depois
do parto.

e A suplan entacdo deV itam na A dasm desvaria por Provincia.Apenas 1 porcento dasm desnas

Provincias de G aza e Inham bane receberam vitam ina A , com parado com 67 porcento na C idade de
M eputo.

30



Grafico 12

Suplem entacdo em Viam ma A entre M des de Criancas com
M enos de Cmco Anos porProvincia,M ocam bigue
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G rafico 13: Suplam entacdo em V itam ma A entreC riancasde 6-59
M esesnosU ltm os SeisM esespor Provincia, M ocam bique

A msuficiénciadeviem haA (IVA ) écomum en am bientes secos onde ndo so facilm ente degponiveis frutas
frescas e vegetmishorticolas. A vitam na A € encontrada no Jeite de peito, outros Jeites, figado, ovos, peixe,

m anteiga, 6leo de paln a verm elho, m anga, papaia, cenoura, abdbomra e verduras. D iferentem ente do ferro ou olatg,
avitam ina A éum a vitam ha solivelna gordura, o que significa que o consum o de éleos ou gorduras é necessario
para a sua absorgdo no organian 0.0 figado pode arm azenarum a quantidade adequada da vitam Ina porgquatro a
seism eses. A dosagam periddica (@m cada quatro a seism eses) com suplam entosde vitem na A éum m étodo
1Bpido e de baixo custo que garante que as criancas an risco ndo desenvolvam a W A .0 sD ias de In unizacdo

N acional contra pdlio ou vacinacdo de saram po tam bém alcancam um grande nim ero de criancas com suplem ento
deviam maA .

Em M ocam bique,

e C nhqgquenta edoispor cento dascriancascom 6-59 m esesde idade receberam a dosede vitam ina A
nosUltim os seism eses.

e A taxa de suplam entacdo da vitam lna A entre criancasvaria no pais.A taxa ém aisbaixana
Provincia do N iassa (36 porcento) em ais altana C idade deM aputo (77 porcento).
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G rafico 13
Suplem entacdo em Viam ma A entre Criancas de 6-59 M eses
nos Ultm os Seis M eses porProvicia,M ocam bigue
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G rafico 14 : Suplam entacdo em Ferro entreM desde C riancas com
M enosdeC mco Anos,M ocam bique

A aneam ia por nsuficiéncia de Ferro € a form am ais com um da deficiéneia nutricional a nivelm undial. Este tipo de
deficiéncia nutricional desenvolve-se Jentam ente. O s sintom asndo sem anifestam até que a anan ia se tome severa.
Um a dieta excessivam ente dependente de um tpo de grdo ou fécula ou am ido com o base frequentam ente tam falta
de um a quantidade suficiente de ferro .0 ferro € encontrado nas cames, aves, peixes, grios, alguns cereais, e

folhas verdes escuras (com o egpinafre).O salin entos ricosem vitem na C aum entam a obsorcdo de ferro no
sangue.O cha, café, e cermais mtegraispodaem in pedira absorcdo do ferro.A anem ia € com um nas criancasdos 6 a
24 m eses de idade que consom en um a dieta unicam ente baseada en  Jeite, e nasm ulheres durante a gravidez e
lactacdo . A anem ja por nsuficiéncia de ferro esté relacionada com a dim lnuicdo do desenvolvin ento cognitivo das
criancas, din nuicdo de capacidade de trabalharnos adultos, e chances 1im itadas de sobrivivéncia das criancas.

C asos severos estdo associados com 0 nascin entos com  baixo peso dos bebés, m ortalidade pernatal, em ortalidade
m atema. O s dadosm undiais de prevaléncia da anem ia indicam que um a dieta nom alde ferro ndo é suficiente para
cobrir estes requisitos adicionais para um a proporcdo significativa dem ulheres gravidas. Proporcionar suplem entos
de ferro am ulheres gravidas durante este periodo critico € um a dasm edidas de saiide pdblica m ais praticadas para
prevenire tratara anem a.

Em M ocam bique,
e Sessenta por cento dasm des tom aram algum tipo de suplam ento de ferro durante a gravidez.

e Dasm ulheresque receberam suplam ento de ferro, 24 por cento reportaram terem tom ado ferro o
num ero dedias m inin o recom edado 90 ou m aisdias) durante a gravidez.
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Suplem entacdo em Ferro entre M des de C riancas

com Menos de Cinco Anos,Mocam bigue
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G rafico 15: D larrela e Tosse C onvulsa entreC riancascom M enosde
C nmco AnosC om parado com TaxasdeM ahutricdo,M ocam bigue

A Infeccdo respiratdria aguda (IRA ) e desidratacdo devido a diareia s5o asm aiores causas de enfraquecin ento e
m ortalidade em m uitospaises da A frica Sub-Sahariana. Para estin ara prevaléncia de IRA , perguntou-se asm des
e os seus filhosm enores de cinco anos tinham  tido tosse acom panhada de curta e acelerada resoiracdo nas Ultm as
duas sam anas. Para dianeia perguntou-se asm des se os saus filhosm enores de cinco anos tinham  tido sintom asde
diarreia nas Ultm as duas sam anas. 0 diagndstico atem pado e o tratam ento @Fpido podem reduzir drdsticam ente as
taxas de ncidéncia da doenca ou m ortes causadas por estas condictes.

Em M ocam bique,

¢ Qulnzepor cento dascriancasm enoresde cinco anosde dade tiveram diarreia nasduas sam anas
que antecederam o nquéritn.A prevaléncia da diarreia aum entou de 4 por cento para 27 por cento nos
prin eiros 10 m eses e depois decresceu gradualn ente para 6 por cento aos 59 m eses de idade

e Dezpor cento das criancasm enores de cinco anos de idade tiveram tosse convulsa nasduas
sam anas antesdo nquéritn. A prevalkncia de tosse convulsa aum entou rapidam ente de 2 para 10 m eses,
depois variou entre 8 e 12 porcento at® aos 48 m eses. D epois vara entre 5 e 9 porcento.

A r3pida subida da prevaléncia da diarreia durante a inféncia reflecte o aum ento do risco de contam nacdo
patoldgica associada a mtroducdo pram atura de dgua, outros liquidos, e alin entos sdlidos. A Jm disso, quando
osbebés com ecam a gatinhare am over-se, t&n a tendéncia de Jevar obctos a boca, aum entando desta form a
aindam ais o risco de contam hagdo patoldgica.
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G rafico 15
D larreia e Tosse Convulsa entre Criancas com M enos
de Cnco Anos Com parado com Taxas de M ahutricdo,
permentagen M ocam bigue
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Fonte: MDS 2003

através de um a m éda m évelde chicom eses.
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G rafico 16: Fecundidade e Intervalosde N ascin entos, M ocam bique
C om parado a O utros Pafsesda A frica Sub-Sahariana

E Jevadas taxas de fecundidade, especialn ente acom panhadas por Intervalos de nascin entos curtos sdo prejudiciais
para a condicdo nutricional da crianca.Em m uitos paises da A frica Sub-Sahariana, as fam {lias tem escassos
TECUTSOS para proporcionarum a nutricdo e cuidados de satide adequados aos seus filhos. A m edida que o nim ero
de filhos porm ulheraum enta, m enos recursos sio desponiveis para cada filho . A elevada fecundidade tem tam bém
um In pacto negativo na saiidem atermna, influenciando assin a abilidade dam de de cuidardas suas criancas de
form a adequada.A m edidam ais usada param edira fecundidade actual é a taxa global de fecundidade, que é
definida com o o nim ero m &lio de criancas que teriam asm ulheres durante toda sua vida reproductiva, se tivessam
que passarpor esses anos tendo filhos as taxas de idades egoecificas observadas actualm ente.

A Inform acdo sobre a duracdo do intervalo de nascin entos proporciona um a ideia sobre o padrdo de espacam ento
de nascin entos. Pesquisasm ostraram  que criangas nascidas Jogo depoisdeum outro nascin ento t&m um m ajor
risco de padecerde pobre nutricdo e saide, e em bén t&m um m ajor risco dem onrer, particulam ente quando &l
ntervalo édem enosde 24 m eses. A probabilidade de Baixa A ltura/Idade e Baixo Peso/Idade revela-sem aior
quando os ntervalos so dem enos que 36 m eses. itervalos de nascin ento curtos estéo associados com um
nascin ento de babés com um tam anho pequeno e baixo peso . Estes dois factores sdo percursores de um a condicdo
nutricional pobre nos prim eiros anos de vida das criancas.

Em M ocam bique,
¢ A staxasde fecundidade actuais, um am ulher terd em m édia de5 5 criancasno fin dos seusanos

reprodutivos. Esta texa esté a um nivel nterm édio entre os paises da A frica Sub-Sahariana inqueridos
entre 1999 e2004.

e Asmdiestdn um ntervalom ediano denascin entosde 34 m eses. Este ntervalo esté a um nivel
ntem édio entre ospaises da A frica Sub-Sahariana hqueridos.
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G rafico 16
Fecundidade e htervalos de Nascin entos,M ocam bigue
Com parado a Outros Paises da A frica Sub-Sahariana
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G rafico 17:M ahutricdo entreC riancasde 12-23 M esespor
E smtuto deVacinhacido de Saram po,M ocam bigque

Estin a-se que, apenas nos paises an desenvolvin ento, o saram po m ata doism ihdes de criancasporano . Esta é

um a das doencasm ais com uns durante a nfincia nas dreas com baixa cobertura de vacihacdo .0 saram po ndo b
aum enta o risco dem ortesm as é tam bém um a causa directa dem alhnutricdo . A ocorréncia de saram po en

am bientes pobres estd associada com o crescin ento defeitioso, insuficiéncia de vitam na A |, e supressio de

In unidade no organism o.A pesarde os bebésndo seram protegidos do saram po depois do nascin ento pelo leite de
peito das suasm des, eles sHo protegidas ainda na barriga pelos anticorpos de saram po das suasm des. Estes
anticorpos podem perm aneceraté 15 m eses nos bebés, m as devido am alnutricdo, perm anecem gpenas oito ou nove
m eses nas criancas dos paises en desenvolvin ento . Por isso, a vacihacdo contra o saram po € um a estatégia

In portante para a saiide das criangas.

Em M ocam bique,

e A Baixa A llura/Idade ém aiselevada (cerca de 7 pontos percentuais) entre criancas quendo
receberam a vacina contra o saram po do que entre as criancas que foram vacinadas.

e O Baixo Peso/A lura ém aiselevado (cerca de 4 pontos percentuais) entre criancas quendo
receberam a vacha contra saram po do que entre as que foram vachadas.

e (O Baixo Peso/Idadeém aiselevado (14 pontospercentuais) entre criancas que ndo receberam a
vacina contra o saram po do que entre as criancas que foram vachadas.
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G rafico 17
M ahutricdo entre Criancas de 1223 M eses por
Estatuto de Vacmacdo de Saram po,M ocam bigue
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com bhacgdo das duas. Fonte: MIDS 2003
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G rafico 18: C ocbertuira da V acihacdo de Saram po entre C riancasde

1223 M eses,M ocam bigque C om parado a O utros Paises
da A frica Sub-Sahariana

e A vachacio de saram po varia de 27 a 87 porcento nos paises da A frica Sub-Sahariana inqueridos.

e Em M ocam bique, 78 por cento das criancascom 12-23 m esesde idade foram vacihadas contra o

saram po.Este nivel de cobertura situia-se a um nivel hiterm édio entre ospaises da A frica Sub-Sahariana
nqueridos.
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G rafico 18
Cobertura da Vacmacdo de Saram po entre Criancas de 1223
M eses,M ocam bigue Com parado a O utros Paises
da A frica Sub-Sahariana
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Fonte: hquérios DS 19992004

45



G rafico 19: Praticas A doptadaspara A 1m entacdo de B ebés com
M enosde SeisM esesde Idade, M ocam bigue

A adopcdo de praticas alin entares in prdprias € um am aior causa dam alnutricdo em bebés.A OM S eo UN ICEF
recom endam que todos os bebés devan ser alin entados exclusivam ente de Jeite m atemo desde o nascim ento até
aos seism eses de dade. Poroutras palavras, os babés devan seralim entados apenas com o leitem atemo durante
oS prin eiros seism eses de vida.

Em M ocam bique, a ntroducdo de liquidos, com o &gua, &gua acucarada, sum o, leite artificial, e alim entos sd6lidos
com ecam ais cedo em relacdo a idade recom endada de cerca de seism eses. Esta pratica tam um  efeito negativo no
estatuto nutrcional porvaras razdes. Prin eiro, os alim entos liquidos e sd1idos dados aos belbés ndo sdo
suficientem ente nutritivos com o o leitem atemo . Segundo, o consum o de alim entos liquidos e sdlidos pelos bebés
reduz a quantidade de Jeitem atemo mgerido, reduzmndo assin a sua producdo pelam de. A producdo do leite

m atemo é determ inada, en parte, pela frequéncia e ntensidade de succdo) . Tercelro, a alin entacdo em liquidose
sb1lidos aum enta a exposicdo a patologias, colocando assin osbebés en grande risco de contrair diarreias.

Em M ocam bique,

e Trinta eum por cento dascriancasm enoresde seism eses tom am exclusivam ente o leitem atermo,
confom e recom endado pelaOM S eUN ICEF.

e Trinta eoio por cento dosbebésm enoresde seism eses 5o alin entados com um a com binacgdo de
leite dem aterno e dgua.A Jém disso, 8 porcento dosbelbés sfo alim entados com outros liquidos além de
agua, e 22 porcento tom am alim entos sdlidos junto com o leitem atemo e/bu &gua.

e M enosquel por cento dosbebésm enores de seism eses estdo com pletam ente desn am ados.
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G rafico 19
Priticas Adoptadas para A lm entacdo de Bebés com

M enos de Seis M eses de Hade,M ocam bigue
Apenas Leie de Peito 31g
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Leite de Peio
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Leite de Peio
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Nota:A OMS eo UNILEF recom endam que todos os

bebés seppm aln entados apenas com Ekie de peio
até aos seism eses de dade.

Fonte:M IDS 2003
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G rafico 20: BebésdeM enosdeQuatroM esesA 1im entados A penas
com LeiteM atermo eosqueR eceberam B berdo,M ocam bigque
C om parado a O utros Paises da A frica Sub-Sahariana

A falha an alin entarosbaebés com apenas leitem atemo e a introducdo pram atura de alin entos liquidos e sdlidos
aum enta o risco de dianredas, um a dasm ajores causas dam ortalidade em A frica.

e Em muitsdospaisesda A frica Sub-Sahariena inqueridos, relativam ente poucasm &es de bebésm enores
de quatro m eses seguam  a pratica de am am entacdo exclusiva recom endada.Em M ocam bigque, 39 por
cento dasm desam am entam os sau bebés exclusivam ente com Jeitem aterno. Isto coloca
M ocam bique entre os paises com relativam ente baixa frequéncia da A frica Sub-Sahariana.

e Setepor cento dosbebésm enoresde quatrom esesem M ocam bique tom a leite de biberdo.Esta taxa
colocaM ocam bique num a posicio nterm édia entre ospaises da A frica Sub-Sahariana hqueridos. O
biberdo ndo € recom endavelporque a falta de higiene e a preparacdo in prdpria do leite artificial com o
biberdo pode tranam itirpatologias aos bebés, expondo-osaum grande risco de doencas em ahutricdo.
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G rafico 20
Bebés de M enos de Quatro M eses A1lm entados Apenas

/

com Leie M atemo e os que Receberam B iberdo,
M ocam bigue Com parado a Outros Paises
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Fonte: hquérios DS 19992004
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G rafico 21 : Praticasde A Im entacdo deBebéscom 6-9M esesde
Idade,M ocam bigque

A UNICEF eaOM S recom edam que os alin entos sdlidos devam ser ntroduzidos na alim entacdo dos beloés por
vola dos seism eses porgue nessa altura o Jleite m atermo apenas A ndo é suficiente param anterum bom
desenvolvin ento da criancga. A ssin , todos os balbésm aiores de seism eses devam  receber alim entos sdlidos junto
com o leitem atemo.

Em M ocam bique,

e Setenta enovepor cento dosbebés dos 6-9 m eses consom en alinm entos sdlidos juntam ente com o
leitem atermo. Isto significa quem ais de trés quartos de todos os belés dos 6-9 m eses sHo alin entados de
acordo com a pratica recom endada.

e V ntepor cento dosbebésdos 6-9 m esesndo consom en alin entos sdHlidos junto com o leite
m atermo, pondo estas criancasan risco dem ahutricdo.

e M enosde 2 por cento dosbebés dos 6-9 m eses estio com pletam ente dean am ados e ndo estando
assin a receberalin entos adicionais e apoio em ocional atraves da am am entacdo.
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G rafico 21
Praticas de A limn entacdo de Bebés com
M ocam bigue
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dos ses m eses de Hdade todos os bebes recebam

Fonte:M DS 2003
aln entos sé1dos e outros iqudos em adido ao
kie de peio.
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G rafico 22:Bebésde 6-9 M esesqueR eceban A Im entos Sélidos
Juntam ente com LeitedeM aterno,M ocam bigue C om parado a
O utros Paisesda A frica Sub-Sahariana

Um a boa pratica na alin entacdo dos bebés Inclui htroducdo de alim entos com plam entares porvolta dos seism eses
de idade.A mtroducdo de alin entacdo com plem entarnos bebés dos 6-9 m eses € necessaria porgue o leitem atermo
A ndo é suficiente para satisfazer as necessidades de energia, proteinas em icronutrentes dosbelbés em fase de
crescin ento . Todos os belbés de 6-9 m eses devan  receber alin entos com plam entares juntam ente com o leite

m aterno.

e A percentagam debebés dos 6-9 m eses que recebamn alin entos sdlidos acom panhados de leitem aterno
varia dos 27 a 93 por cento entre ospaisesda A frica Sub-Sahariana hqueridos

e Em M ocam bigque, 79 por cento dosbebés dos 6-9 m eses receban alim entos sdélidos acom panhadosde
leitem atermo . Esta taxa esté acin a dam édia entre os paises da A frica Sub-Sahariana hqueridos.
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G rafico 22

Bebés de 6-9 M eses que Recebem Alm entos Sélidos
Juntam ente com Leie de M atemo,M ocam bigue
Com parado a Paises da A frica Sub-Sahariana
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Not@:A OMS e o UNITEF recom endam que a partrdos
sek m eses de dade todos os bebes recebam aln entos
séIdos e outros Hqudos em adixdo ao kie de peio. Fonte: hquérios DS 19992004
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G rafico 23 :C riancasde 1023 M esesde Idade que C ontinuam a
R eceber LeittedeM atermo,M ocam bigue C om parado a O utros
Paisesda A frica Sub-Sahariana

O leitem atemo continua a serum a in portante fonte de energia, proteias em icronutrentes para osbebés e
criancas dos 10 aos 23 m eses. Estudosm ostraram que em algum as areas, o leitem atemo € a fonte principalde
viem ha A e gordura para as criancasm ajores de 12 m eses de idade. Am am entarbebés m ajores reduz tam bém o
risco de nfeccOes, egpecialm ente dianeicas.

N otese tam bém que am am entarat® aos 24 m eses pode reduzira fecundidade fem Inha especialn ente nas dreas
onde a disponibilidade de anticonceptivos é 1im itada. A sm ulheres que am am entam porperiodos longos tem texas
de fecundidade m ais baixas que aquelas que am am entam por periodos curtos.

Em M ocam bique,

e O itenta e quatro por cento das criancasdos 1023 m esesainda tom am leitem aterno.Esta taxa esa
num a posisiio nterm &dia entre os paises da A frica Sub-Sahariena inqueridos.
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G rafico 23
Criancas de 1023 M eses de Hade que Continuam a
R eceberLeitre de M atemo,M ocam bigue C om parado
a Outros Paises da A frica Sub-Sahariana
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Not@a:A nhfom acdo sobre hdbios praticas de alin entaccdo de crancas
refere-se as 24 horas que precedem a entrevista.A OMS e o UNITEF

recom endam que todas as crancgas devem conthuara seralmn entadas

com kie de peilo atd aos 24 m eses de dade. 5E Fonte: hquertos DS 19992004
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G rafico 24 : Baixa A lura/Idade e Baixo Peso/A lhira entre C riancas
com M enosdeC mco Anospor N velEducacionaldaM &e,

M ocam bigque

A educacdo m aterma esta relacionada com o conhecin ento de boas praticas de cuidados a tercom  as criangas e com
a riqueza do agregado .Em M ocam bique, 44 por cento dasm des das criancasm enores de ¢Inco anos nunca
frequentaram a escola, enquanto 51 porcento tam algum nivel de ensmno prin 4rio e apenas 5 porcento tam ensno
secundario oum ais. H & varacdes na frequéncia escolar, especialn ente entre dreas urbanas e murais. N as areas
mrais, 55 por cento dasm des nunca frequentaram a escola, 45 por cento frequentaram a escola prim &ria, em enos
de 1 porcento foram até ao ensino secundario ou acin a deste. C ontrariam ente as dreas rurais, nas areas urbanas
apenas 21 por cento dasm des nunca frequentaram a escola, enquanto 65 porcento e 13 porcento foram a escola
prim &ria e pelo m enos a secundaria, regoectivam ente. A regidio da C idade deM aputo tem am ajorpercentagem de
m des que tam pelo m enos ensino secundario (22 porcento), com parado com 1 a5 porcento no resto das regides do

7

pais.
Em M ocam bique,
¢ O niveleducacionaldasm des é Inversam ente relacionada com a prevalencia de Baixa A ltura/Idade
nascriancas.A m edida que o nfrel educacional dasm des aum enta a taxa de prevaléncia de Baixa

A Ttura/Idade nas criancas din fnui.

o A sdiferencasna texa de Baixo Peso/A lhura entre criancaspor nivel educacionaldasm desnédo sdo
estatisticam ente significantes.
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G rafico 24
Baixa Alura/dade e Baxo Peso /A lura entre C riancas
com Menos de Cnco Anos porNiwelEducacional
da M de,M ocam bigue

Percentagem
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Not@:Baikxa Alura/MHade refecte m ahutricdo crdnta;

Baixo PesoAlura refecte m ahutricdo aguda.
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G rafico 25: Baixa A ltura/Idade eBaixo Peso /A lura entre
Criancascom M enosdeC nco Anospor Fontede

Agua Potavel,M ocam bique

A fonte de dgua potavel do agregado fam iliares@ ligada a sua condicdo sdcio-econdm ica. A gregados fam iliares
pobres s5o m ais provaveis de obter &gua de fontes contam inadas com o dguas paradas e riachos ou pocos. A
ndisponibilidade adequada de &gua de boa qualidade, aum enta o risco de contam nacdo alin entar, diarreais, e

m alhutricdo . O s bebés e criancas de agregados fam iliares que ndo tem casa de banho com dgua corrente tém um

m alorrisco de serem m alnutridos que os que estéo en agregados fam iliares com esta mfra-estrutura. Entre os
agregados Inqueridos com  criancasm enores de cinco anos, 20 porcento usam agua canalizada, 16 por cento usam
agua de pocos protegidos, 46 por cento obtdm a dgua potdvel de pocos abertos, e 18 porcento usam dgua de Jagoas
ou riachos.

Em M ocam bique,
e Criancascujp a fonte de dgua potavel é proviniente de lJagoasfiachos ou dgua depogo sdom ais
provaveis de teram Baixa A lhura/Idade @6 por cento e 44 por cento, respectivam ente) do que
Criangas com acesso a agua canalizada (24 porcento).
e Criancascuja fonte de dgua potavel é proviniente lJagoas/iachos ou dgua depoco sSom ais

provaveisde terem Baixo Peso/A ltura (6 por cento e 4 por cento, respectivam ente) do que criancas
com acesso a dgua canalizada (3 porcento).
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G rafico 25
Baxa A llura/dade e Baxo Peso /A llura entre C riancas
com M enos de Cinco Anos porFonte de Agua
percentagen Potidvel,M ocam bigue
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G rafico 26 : Baixa A lura/Idade e Baixo Peso/A lhira entre C riancas
com M enosdeC mco Anospor T po de Instalacdo Sanitaria,

M ocam bigque

O tpo de casa de banho usado pelo agregado é reflexo da sua condicdo financeira, e agregados pobres sdo m enos
provéaveis de teram casas de banho adequadas. C ondigBes sanitdrias hadequados resultam no aum ento do risco de
diarreas, o que contribuipara am alhutricdo . O sbeoés e criancas de agregados fam iliares que ndo tam retrete com
autoclism o estio tam um m ajor risco de seram m alnutridos que criancas em agregados com esta condicdo . Em

M ocam bique, 48 por cento de agregados Inqueridos com pelo m enos um a criancam enorde cInco anos tam acesso
aum a lJatrina, 52 por cento ndo tem nenhum a facilidade sanitdria, e apenas 2 por cento dos agregados mquiridos
t&m aceso a retrete com autocligm o.

Em M ocam bique,

e A scriancasquendo tam aceso a nenhum tipo de casa debanho easque tam acesso a latrmnas s5o
m aisprovaveisde teran Baixa A lhira/Idade (sunted) @8 porcento e 34 por cento, respectivam ente)
gue Criancas com acesso a retrete com autoclism o (10 porcento).

e Criancasquendo tam acesso a nenhum tpo de casa debanho easque tam acesso a latrinas s5o
m aisprovaveisde terem Baixo Peso /A lura wasted) (3 porcento) quando com paradas a criangas que
tam aceso a retrete com autoclign o (5 porcento)
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G rafico 26

Baixxa Alura/dade e Baxo Peso /A lura entre C riancas
com Menos de Cinco anos porTmpo de lhstmlacgdo
Sanitdria,M ocam bigue
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Not@:Bakxa Alura/MHade refecte m ahutricdo crdnta;
Baixo PesoAlura refecte m ahutricdo agida.
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G rafico 27: Baixa A lura/Idade e Baixo Peso/A lhira entre C riancas
com M enosdeC mco Anospor Provincia,M ocam bique

Em M ocam bique,

e A prevalncia deBaixa A lura/Idade varia de 20 a 56 por cento entre criancasnas 11 Provincias.A

taxam aisbaixa éna C dade deM aputo 20 porcento) e am ais alta na Provincia de Cabo D elgado (56
porcento).

e A prevalnciadeBaixo Peso/A ltura varia de 1l a 7 por cento entre criancasnas 11 Provincias.A s
taxas sdo m ais baixas na Provincia deM aputo, C idade deM aputo e nas Provincias de Tnham bane e

Niassa (1 porcento).A taxam ais elevada verifica-se nas Provinciasde N am pula, Sofala, e Gaza (7 por
cento).
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G rafico 27
Baixa A lura/Made e Baxo Peso /A lura entre C riancas
com Menos de Cmco anos porProvincia,M ocam bique

Percentagem
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Not@:Baikxa Alura/MHade refecte m ahutricdo crdnta;

. s > Fonte:M DS 2003
Baxo PesoAluma refecte m ahutricdo aguda.
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G rafico 28: Baixa A lura/Idade e Baixo Peso/A lhira entre C riancas
com M enosdeC inco Anospor A rea deR esidéncia (U rbana-Rural),

M ocam bigque

Em M ocam bique,

e A taxa deprevaltncia de criancascom Baixa A ltura/Idade ém aisbaixa na capital, C dadede
M aputo Q0 por cento).Em outras areas utbanas é de 30 porcento, e nas dreas murais de 46 porcento.

e A taxa deprevalncia decriancascom Baixo Peso/A ltura € tam bén m aisbaixa na C idadede
M aputo (1 por cento), enquanto nas outras areas urbanas e murais € de 4 porcento.
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G rafico 28
Baxa Alura/dade e Baxo Peso /A lura entre C rancas
com M enos de Cinco anos porArea de Residéncia
UranaRural),M ocam bigue

Percentagem
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Not@:Baka Alura/dade reflecte m ahutricdo crdnia;
Baixo Peso Alum reflecte m ahutricdo aguda. Fonte:M DS 2003
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G rafico 29:M ahutricdo entreM desdeC riancascom M enosde
C mco Anosde Idadepor Provincia,M ocam bigue

A J&m de afectaras suas prdprias condictes, um  esatuto nutricional dam de afecta a sua abilidade de sustentara
gravidez, parire cuidarcom sucesso dos seus filhos. H & padrdes geraln ente aceites para os indicadores de
m alhutricdo entrem ulheres adultlas que podamn seraplicados.

A m ahutriacio nam uherpode seravaliada usando um Thdice deM assa C orporal (M C ), que € defenido com o o
peso damulherem kilogram as dividido pelo quadrado da sua aliura em m etros. A ssin , M C=kg/f *.Quando o
M C ém enorque o ponto critico definido de 18 5, isto indica um a deficiéncia crdnica de energia ou m alhutricio
nasm ulheres ndo gravidas, ndo lactantes.Quando o M C estd acin ade 25, am ulheré considerada obesa ou com
excesso depeso.

e O itopor cento dem desde criancasm enores de cinco anosde dadeaen M ocam bigque sdo
m alnutridas.A m alhutricdo m atema ém ais elevada na Provincia da Zam bézia (12 porcento) em ais
baixana C idade deM aputo @ porcento).

e Dozepor cento dasm desde criancasm enores de cInco anos s30 obesas ou com excesso depeso. A
taxa de sobrenutricdo m aterma ém ajorna C idade deM aputo (34 porcento) em enorna Provincia de
Sofala (6 porcento).
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G rafico 29
M ahutricdo entre M des de Criancas com M enos de C nco
Anos de Hade porProvincia,M ocam bigue

Percentagem
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Not:M ahutricdo m atemalé a percentagem de m des com um

Thdie de M assa Compomrml-MC (kgm?)menorde 18 5.

Sobrenutricdo m atemalé a percentagem dem des com um MM C
mabrde 25. Fonte:M DS 2003
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G rafico 30: M ahutricdo entreM desdeC riancascom M enosde
C inco Anosde Idadepor A rea deR esidéncia U rbana-Rural),

M ocam bigque

Em M ocam bique,
e A taxademahutricdo [deficiéncia crdnica de energia) para asm des de criancasm enores de cinco anos é
6 pontospercentuaism ais elevada nas areas rurais O por cento) com parado com a C idadeM aputo

3 por cento).

e A taxade sobrenutricdo (obesidade) para asm des de crincasm enores de cinco anos € de quase 3 vezes
m ajor na C dadedeM aputo (33 por cento) com parado com asdreasrurais (12 por cento).
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G rafico 30
M ahutricdo entre M des de Criancas com M enos de

C nco Anos de Hade porArea de Residéncia
Urbana-Rural),M ocam bigue

Percentagem
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Not:Mahutricdo m atemalé a percentagem de

m des com um hdie de M assa Comwporl-MC
kgt ?)m enorde 18 5. Sobrenutricdo m atemalé a
percentagem de m des com um M C mabrde 25.
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G rafico 31:M ahutricdo entreM desdeC riancascom M enosde
C mco Anosde Idade, por N fvelde Educacdo,M ocam bique

Em M ocam bigue,

e A mahutricdo entrem desde filhosm enoresde cinco anosnado esta relacionada com o seu nivelde
educacdo.

e A sobrenutricdo entrem des de filhosm enores de cinco anosm ostra um a relacdo lneardirecta com o

aum ento do nfrel de educacso . E m ais alta entre asm ulheres com nfrel secundério 28 por cento) e
m alsbalxa entreaquelas sam nenhum a educacdo (7 por cento).
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G rafico 31
M ahutricdo entre M des de Criancas com M enos
de C nhco Anos de Hade,porN velde
Educacdo,M ocam bigque
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G rafico 32: M ahutricdo entreM desdeC riancascom M enosde
C nco Anos,M ocam bique C om parado a O utros Paises
da A frica Sub-Sahariana

A m ahutricdo entrem des tam um provavel In pacto significativo sobre a sua habilidade de se cuidarem a si
proprias e as suas criancas. M ulheres com m enos de 145 centim entros de altura sdo consideradasm uito baixas.

M desm uito baixas (um a condicdo geraln ente devida a baixa altura por idade durante a infiincia e adolescéncia)
podan terdificuldades durante o parto devido ao pequeno tam anho da sua pelve. Evidéncias sugeram tam bém que
h& um a associacdo entre a altura dasm des e 0 nascin ento de babés com baixo peso.0 esatuto de baixo peso nas
m ulheres avaliado usando o indice dam assa do corpo (IM C) é também apresentado agqui.M ulheres gravidas ndo
sHo ncluidas na analise dem ahutricdo devido a consideraces relacionadas com O seu peso.

Em M ocam bique,

e C ncopor cento dasm desde filhosm enoresde cihco anos sdom uito baxas 145 an ).Esa
proporcio € a segundam ais alta entre ospaises da A frica Sub-Sahariana nqueridos.

e O ito por cento dasm desde filhosm enoresde cinco anos sfom ahutridas MM C<185).Esta
proporcEo éum a dasm ais baixas entre os paises da A frica Sub-Sahariana hqueridos.
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G rafico 32
M ahutricdo entre M des de Criancas com M enos
de Cnco Anos de Hade,M ocam bigue Com parado a
O utros Paises da A frica Sub-Sahariana
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Nota:Bakxa refere-se am des com menos de 145 am ;
mahutrida refere-se am des com um MC (kgm ?) m enorde
18 5. Muheres gravias e aquekls que tenham dado parto nos

Ulin os dos m eses séo exclidas do cakub do MC . .
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TaxasdeBaixa A ltura/Idade, Baxo Peso/A ltura, e Excesso de Peso,

Apéndicel

por C aracteristicas Seleccionadas -M ocam bigque 2003

Com Com
Com Baixo Com Baixa Baixo Com
C aracteris- Com Baixa Peso/ Com Baixo Excesso de Alura/ Peso/ Com Baxo | Exceso de
tica A Mura/Idade Alura Peso Peso C aracteristica dade Alura Peso/Hade Peso
Idadeda
crianca em
m eses Provincia
0-5 117 13 50 103 N iassa 452 14 243 19
6-11 283 43 243 49 Cabo D elgado 55.7 45 352 35
12-17 399 80 332 16 Nam pula 423 66 291 33
1823 570 57 356 22 Zam bézia 47 2 50 268 36
2429 44 9 477 307 06 Tete 459 16 253 20
3035 439 48 279 16 M anica 393 24 221 24
36-47 496 35 224 23 Sofala 420 68 252 20
48-59 44 6 17 185 18 Tnham bane 318 10 132 49
Gaza 325 69 220 2.7
M aputo Provincia 220 06 8.7 21
Cid.deM aputo 202 038 75 45
p<0.000 p<0.000 p<0.000 p<0.000 p<0.000 p<0.000 p<0.000 p<0.000
n=8,7226 n=87225 n=8.224 n=8221 n=8,7223 n=8224 n=8 222 n=8222
Sexo da A rea deResidéncia
Crianca (U rbana-R ural)
Fem inino 388 40 228 31 Cidade deM aputo 202 08 75 45
M asculino 42 6 39 24 8 31 Outras U rbanas 301 38 164 30
Rural 457 43 274 31
p<0.000 NS p<0.000 NS p<0.000 p<0.000 p<0.000 NS
n=8.225 n=8.225 n=8.225 n=8.225 n=8.225 n=8.224 n=8.225 n=8.224
Total 407 40 238 31 Total 407 40 238 31

Nota:0 nivelde significincia € determ inado usando o teste de chi-quadrado .N S=N &o significante a p<0.05
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Apéndice 2
D istribucido daM ahutricdo en M ocam bigue C om parada com a
Populacio IntermacionaldeR eferéncia doNCHSLCDC OM S

A avaliacdo do esatuto nutricional € baseada no conceito de que num a populacdo bem nutrida, a distribuicdo de
peso e altura das criancgas, num a dada idade, vai se gproxin ara um a distribuicdo nomm al. Isto significa que cerca de
68 por cento das criancas vao terum peso dentro deum desvio padrdo dam édia para criancas dessa idade ou
altura, e um a altura dentro um desvio padrdo dam é&dia das criancas dessa idade. C erca de 14 por cento de criancas
estardo entreum e dois desvios padrdes acin a dam &dia; estas criancas sdo consideradas relativam ente altas ou
obesas (com excesso de peso) para a sua idade ou relativam ente obesas para a sua altura. O utros 14 por cento vao
esarentreum e dois desvios padrdo abaixo dam édia; esas criancas sfo consideradas relativam ente baixas ou com
baixo peso para a sua dade ou relativam entem agras para a sua altura. Em relacdo ao resto das criangas, 2 por
cento vao serm uito altas ou cbesas para a sua idade ou ocbesas para a sua altura; isto €, elas estéo m ais que dois
desvios padides acin a dam &dia. O s outros 2 por cento vao cairm ais que dois desvios padrdo abaixo dam édia e
serdo considerado m oderada ou severam ente m ahutridas. E stas criancas sSo m uito baixas, e tem m uito baixo peso
para a sua dade, oum uito m agras para a sua altura. Para efeitos de com paracdo, o esatuto nutricional foi

determ nado usando a Populacdo Intemacionalde R eferéncia definida pelo do Centro N acional de E statistica de
Saide Am ericana fadrdo NCH S) seguindo recom endagtes da O rganizacdo M undialde Saude OM S) e osCentros
de Controle Prevencdo deDoencas CDC).

O Apéndice 2 mcluiquatro curvas: peso-por-idade, altuira-jpor-idade, e peso-poraltura ilustado juntam ente com

um a curva nom al. A s curvas altura-por-idade e peso-por-idade estdo posicionadasm ais para a esquerda da curva
padrdo Indicando que ha um grande nim ero de criangas com Baixa A lura/Idade e de baixo peso em M ocam bique.
Pordm , a curva de peso-poraliura para M ocam bique é com pardvel a distribuicdo nom al esperada num a populacdo
bam nutrida.A s In plicacdes 5o de que s30 necessarias ntervengdes para lidarcom o alto niveldem anutricdo de
m odo am elhorara saide das criangas, 0 que vai resultarnum am ovin entacdo das curvas para um a posicdo m ais
proxin a do padrdo de referéncia.
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Apéndice 2

D istribuicdo da M ahutricdo em M ocam bigue Com parada
com a Populacdo mtemacionalde Referénecia do

M ahutridos
Baixa Alura/dade,
Baixo Peso Aluira,

ou Baixo Peso/dade)

NCHSLCDCAOMS

— A llura por dade
=% Peso poraluira
®-Peso por dade

Curva de Distrilbuicdo Nom al

Desvios Padrdo daMédia Z-score)
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M ahutridos
(Excesso de Peso)
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